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Trauma may result in intra-abdominal hemorrhage, 
which may be immediate and obvious or delayed and 
obscure. The mortality resulting from penetrating 
wounds of the abdomen with immediate hemorrhage 
has been significantly reduced from 30 to 50% to ap- 
proximately 10% as a result of recent advances in the 
therapy of shock and peritonitis and improved tech- 
niques of anesthesia.’ On the other hand, the manage- 
ment of delayed intra-abdominal hemorrhage after 
trauma continues to be a problem, due to difficulties in 
diagnosis. The reported causes of post-traumatic de- 
layed and obscure intra-abdominal bleeding include 
rupture of the spleen; exacerbation of temporarily 
arrested bleeding from lacerations of the liver, kidney, 
or pancreas; slow bleeding from the site of needle 
biopsy of the liver, spleen, or kidney; the erosion of a 
vessel by drains or sepsis; and defects of the clotting 
mechanism, either congenital or acquired through 
disease or medication.* In addition, nonpenetrating 
injuries have caused isolated instances of hemorrhage 
in the mesentery of the colon or small intestine that 
became apparent only after a period of latency.* Prob- 
lems encountered in the diagnosis and management of 
patients with obscure intra-abdominal bleeding led to 
a review of cases seen at the Cincinnati General Hos- 
pital during the past 16 years. 


Material of Study 


Thirty patients with delayed or obscure intra-ab- 
dominal hemorrhage following trauma were seen on 
the surgical service of the University of Cincinnati be- 
tween Jan. 1, 1940, and April 15, 1956 (table 1). 
Retroperitoneal hematoma is more frequently en- 
countered after trauma that results in fractures of the 
pelvis, vertebrae, or sacrum. Not infrequently, patients 
with this condition develop signs of vascular collapse 
at variable intervals after injury. Since most of them 


* Serious visceral injuries have sometimes been found 
in patients who at first appeared to have recovered 
promptly after nonpenetrating abdominal injuries. 
Thirty such patients between the ages of 9 and 
63 years have beenclassified as to the sources of 
delayed intra-abdominal hemorrhages following 
trauma. In three cases the source remained undeter- 
mined; in one it was the kidney; in three, the duodenal 
wall or pancreas; and in three, the liver. In 20 pa- 
tients, the largest group, the source was the spleen, 
and 9 of these patients had been beaten or kicked. 
The finding that delayed hemorrhage from the liver 
was less frequent than that from the spleen agrees 
with other reports indicating that when hemorrhage 
from the liver occurs it is likely to be immediate. 
Three cases are described in detail to illustrate hem- 
orrhage from the spleen after thoracentesis, hem- 
orrhage from the liver after a fall from a window, 
and subserosal hematoma of the duodenum after a 
football game. Needle biopsies were responsible for 
two instances of slow bleeding from the liver and one 
instance of hematoma of the kidney. When the diag- 
nosis of delayed hemorrhage with shock is estab- 
lished, the essential treatment is emergency operation 
to stop the bleeding at its source. 


can be managed by the prompt restoration of blood 
volume without operative intervention, they have not 
been included in this report. 

The ages of the patients included in the review 
varied from 9 to 63 years, the average age being 
34.7 years. Eighteen were males and 12 were females; 
the inequality is due to the increased exposure of 
males to trauma. The trauma responsible for the 
hemorrhage was nonpenetrating in 23 cases and 
was due to needle biopsy of the liver in 2 cases 
and to needle biopsy of the kidney in 1. Six cases 
resulted from automobile accidents, 7 from falls, 
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and 10 from abdominal blows. In all patients except 
one, the trauma could be localized over the organ in- 
jured. Ten of the patients, or 33%, had associated rib 
fractures. 

A period of latency with few or no symptoms after 
the original injury was present and varied from a 
minimum of 24 hours to a maximum of 15 days. The 


TABLE 1.—Nature and Causes of Delayed and Obscure 
Intra-abdominal Hemorrhage 


Cases, 

Site of Total Inel- 
Hemorrhage No. Nature Cause dence 
eee 20 Delayed rupture or Auto accident..........- 6 

exacerbation of 4 
hemorrhage Beaten or kicked....... i) 
Thoracentesis........... 1 
exacerbation 
Slow bleeding Needle biopsy........... 2 
Duodenal..... Intramural hematoma 2 
wall and/or of duodenum 
pancreas Retroperitoneal Football injury ........ 1 
hematoma 
Kidney ....... 1 Hematoma Needle biopsy........... 1 
Undetermined 3 Postoperative Slipped ligature......... 2 
bleeding Heparin sodium......... 1 


onset of delayed rupture of the spleen was not as- 
sociated with marked activity or secondary injury 
in this series. Three patients were awakened from 
sleep with sudden pain, and eight patients were on 
restricted activity in the hospital at the time of the 
delayed hemorrhage (table 2). 


Diagnosis 


The diagnosis of delayed intra-abdominal bleeding 
can be made clinically in a high percentage of cases if 
the examiner is familiar with the signs and symptoms 
of delayed splenic rupture, since this lesion is the most 
prevalent cause of delayed bleeding, occurring in 
two-thirds of our cases (table 3). The symptoms are 
primarily those of severe intraperitoneal hemorrhage, 
with development of shock of varying degrees and 
a falling red biood cell count, hemoglobin level, or 
hematocrit in a patient with previous injury to the 
left side of the upper part of the abdomen or the 
lower part of the left side of the chest. Pain referred 
to the shoulder (Kehr’s sign) was a persistent but not 
constant finding in our series, being present in 17 
instances. Shifting dulness in the abdomen was an- 


TABLE 2,.—Injuries Associated with Intra-abdominal Hemorrhage, 
and Patients’ Activities at Onset 


Cases, 
Site ot Total Patient’s Activity 

Hemorrhage No. Associated Injuries at Onset 

Spleen ........ 20 Rib fractures ........ 3 
Hospital patient ...... 
Ambulatory ........... 

eee aren 3 Skull fracture ....... 1 Hospital patient ...... 3 

Duodenal..... 3 

wall and/or 

pancreas Rib fracture ......... 1 Hospital patient ...... 3 

3” eee 1 None Hospital patient ...... 1 

Undetermined 3 Postoperative state Hospital patient ...... 3 


other frequent sign, being noted in 15 instances. 
Pain and tenderness to palpation of the upper part of 
the abdomen were not conspicuous findings. The 
presence of tenderness in an upper abdominal quad- 
rant was found in 19 patients, but the intensity was 
usually not marked. 

Diagnostic paracentesis was performed on only one 
of our patients, but its more frequent use would prob- 
ably be advantageous. In most cases, however, abdom- 
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inal exploration will be indicated on the basis of 
the symptoms mentioned above, even in the event of 
a negative paracentesis. Its chief value is in those pa- 
tients in whom the diagnosis is obscure. Perhaps one 
of the best aids in diagnosis is a roentgenographic 
study of the abdomen, which may show medial or 
anterior displacement of the stomach with irregularity 
of the greater curvature as well as a downward dis- 
placement of the splenic flexure. Examination of the 
patient in the Trendelenberg position after he has 
ingested a small amount of thin barium sulfate aids in 
establishing the presence of a perisplenic mass in 
the left subphrenic space. 

The common diagnostic errors, described by Bailey 
and Schreiber,”” are caused by the lack of visible signs 
of injury to the anterior abdominal wall, a misleading 
history, a state of shock thought to be caused by 
associated injuries, or a false sense of security initiated — 
by recession of the primary symptoms. In our series 
the correct diagnosis was made for all but two of the 
patients, one of whom died. Delayed bleeding from 
the liver is more difficult to diagnose than that from 
the spleen. In one case, delayed rupture was caused 
by a fall in which the patient landed on his feet with- 
out evident trauma to his abdomen or chest. The 
later development of shock was associated with ab- 


TABLE 3.—Symptoms and Signs of Delayed and Obscure 
Intra-abdominal Hemorrhage 


Signs 
- 
Symptoms Upper 
Quad- 
Cases, Abdom- rant 
Site of Total inal Chest Shoulder Tender- Shifting Fluid 
Hemorrhage No. Pain Pain Pain ness Dulness Wave 
Spleen 20 15 5 15 4 10 2 
Liver 3 1 1 re in 1 1 
Duodenal 3 3 cate jib 3 
wall and/or 
pancreas 
Kidney 1 1 1 1 ares 1 ee 
Undetermined 3 9 1 1 2 3 3 


dominal pain in the right upper quadrant, shifting 
duness, jaundice, and pain referred to the right 
shoulder, which were helpful diagnostic signs. In pa- 
tients with intramural hematoma of the duodenum 
associated with retroperitoneal hematoma from injuries 
of the pancreas and duodenum, the roentgenographic 
findings are so distinctive that Felson and Levin * con- 
sider them to be pathognomonic. After a barium meal, 
swelling of the mucosa of the duodenum is obvious 
and appears as a coiled spring proximal to a filling de- 
fect caused by the hematoma. 

Thoracentesis or needle biopsy procedures should 
not in themselves cause shock, and any hypotension 
developing in the presence of abdominal tenderness 
and a fall of the red blood cell count after such min- 
imal trauma should suggest the possibility of intra- 
peritoneal bleeding from some source, particularly the 
spleen and liver. Delayed bleeding during the post- 
operative state, either from a slipped ligature or 
erosion of a vessel by infection or a drain, is partic- 
ularly hard to recognize. However, the same general 
principles of diagnosis obtain. 


Treatment 


Once the diagnosis of delayed hemorrhage with 
signs of shock has been established, the treatment is 
primarily one of emergency operation to control the 
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bleeding at the site of its origin. This is particularly 
true in the case of delayed rupture of the spleen. At- 
tempts at any procedure short of splenectomy are 
not indicated, since they subject the patient unneces- 
sarily to greater risks. Supportive treatment with 
blood transfusions may save the patients’ life by re- 
establishing the decreased blood volume and making 
possible anesthesia and operation. 

In delayed rupture of the liver or recurrent hemor- 
rhage from laceration or biopsy of this organ, immedi- 
ate laparotomy is also indicated. The treatment of 
each case depends on the type and extent of liver 
injury encountered. The general principles of man- 
agement of lacerations, tears, and contusions of the 
liver that are bleeding include the removal of all 
easily resected devitalized liver tissue; the arrest of 
hemorrhage by carefully placed, wide mattress sutures; 
and the use of minimal amounts of absorbable gelatin 
sponge (Gelfoam) or other foreign bodies that facil- 
itate clotting. The coagulating current of the Bovie 
electrosurgical unit may be used cautiously in some 
cases. All liver wounds should be adequately drained. 
in postoperative bleeding associated with shock, 
emergency laparotomy is usually indicated to secure 
the bleeding point. In some instances, however, con- 
servative treatment may be elected if the bleeding 
occurs into a confined space. Nonoperative treatment 
is indicated for patients with intramural hematoma of 
the duodenum unless other lesions or complications 
are present. 

Postoperative Complications.—Eight of our 30 pa- 
tients had postoperative complications consisting of 
partial separation of the wound in 2 patients, atelectasis 
of the lower lobe of the left lung in 1, pneumonia 
of the lower lobe of the left lung in 1, subphrenic 
abscess in 2, and pleural effusion, pulmonary infarc- 
tion, and epidural hematoma in 1 patient each. 

Three cases from this series have been selected for 
illustration of the diagnostic signs and clinical course 
presented by patients with delayed intra-abdominal 
bleeding. The abstracts of cases of patients with de- 
layed rupture of the spleen following thoracentesis, 
laceration of the liver in the absence of trauma to 
the abdominal or thoracic wall, and intramural hema- 
toma of the duodenum follow. 


Report of Cases 


Case 1.—A 34-year-old female was admitted to the medical 
service of Cincinnati General Hospital on July 19, 1952. She had 
been previously admitted in April, 1950, with the diagnosis of 
alcoholism and cirrhosis. She abstained from alcohol thereafter, 
and the hepatomegaly disappeared and normal liver function 
returned. She was seen in the obstetric clinic in the seventh 
month of pregnancy. A chest film taken during this visit showed 
a suspicious lesion in the upper lobe of the left lung and pleural 
effusion on the left side. She was admitted for further study. 
Physical examination when she was admitted revealed signs of 
fluid at the base and rales in the upper lobe of the left lung. The 
liver was palpably enlarged 1 cm. below the right costal margin. 
The hemoglobin level upon admission was 13 gm. per 100 cc., 
the white blood cell count 8,500 per cubic millimeter, and the 
urinalysis negative. 

On July 22, two attempts at thoracentesis through the left 
posterior axillary line were made. The patient complained im- 
mediately of pain in her left shoulder. Roentgenographic studies 
made later in the same day revealed a pleural effusion on the 
left and an active tuberculous infection of the left upper lobe. 
Roentgenograms of the abdomen showed a seven-month preg- 
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nancy and a soft tissue mass in the left upper quadrant displacing 
the air bubble of the stomach medially and the splenic flexure of 
the colon inferiorly. 

The patient continued to complain of epigastric and left 
shoulder pain for the next few days. On the morning of July 25, 
there seemed to be much less pain, but at 6 p. m. of the same 
day, she suddenly developed severe epigastric pain radiating 
into the left lower quadrant, and her pulse rose to 124 beats per 
minute. The blood pressure was 130/80 mm. Hg, the hemoglobin 
level 8.5 gm. per 100 cc., and the white blood cell count 15,200 
per cubic millimeter. Her skin was cold and clammy. The upper 
part of the abdomen appeared to be full and there was a bulging 
umbilical hernia. Surgical consultation was obtained. A diagnosis 
of delayed rupture of the spleen was made, and abdominal 
exploration was done. There was 3,000 cc. of blood in the peri- 
toneal cavity, and the spleen was completely lacerated. During 
splenectomy, the patient’s blood pressure fell precipitously, but 
a higher level was reestablished with the infusion of three units 
of blood. On the third postoperative day she delivered a stillborn, 
36-week-old fetus. The patient then developed a subphrenic 
abscess that required incision and drainage on Aug. 22. She was 
discharged on Sept. 24. The pathology report indicated a rupture 
of a subcapsular hematoma of the spleen, and a definite hemor- 
rhagic tract could be seen extending from the hilum to the convex 
border of the spleen. This was thought to be the result a the 
passage of the thoracentesis needle. 

Cast 2.—A 15-year-old boy was admitted to the Cinctnnatt 
General Hospital on June 7, 1944. He had been in good health 
until approximately one hour before admission, when he had 
jumped or fallen from a second-story window. His complaint on 
admission was abdominal pain. He was lethargic but conscious, 
and he answered questions. His blood pressure on admission was 
85/40 mm. Hg and his pulse rate 96 beats per minute. There 
was a large hematoma over the left eyelid and other small 
abrasions about the head. The abdomen was tense, with general- 
ized pain on palpation, particularly in the right upper quadrant. 
The hemoglobin level was 10.5 gm. per 100 cc., and the white 
blood cell count was 25,300 per cubic millimeter. Lumbar punc- 
ture revealed gross blood, but the tap was thought to be trau- 
matic. 

During transportation to the x-ray department, the patient 
suddenly became unconscious and his blood pressure fell to 
45/0 mm. Hg. Roentgenograms of the chest and abdomen were 
nondiagnostic. With the administration of blood and_ saline 
solution, the blood pressure rose to normal limits and the signs 
of abdominal tenderness became markedly improved. 

He was admitted for observation. During the ensuing 15 hours 
his level of consciousness steadily improved and his blood pres- 
sure remained within normal range. His abdominal spasm and 
tenderness disappeared. There was no return of peristalsis. The 
sudden onset of severe pain in the right upper quadrant followed 
and was associated with an increase in his pulse rate to 135 beats 
per minute, a rapid fall in his blood pressure, and a fall in his 
hemoglobin level to 8 gm. per 100 cc. The patient was taken to 
the operating room, where exploratory laparotomy revealed mas- 
sive hemoperitoneum with a laceration of the right lobe of the 
liver extending from the gallbladder bed to the dome of the 
right lobe. The surfaces were bleeding freely. The laceration was 
sutured with absorbable surgical sutures, and the patient re- 
ceived three units of whole blood during the operative procedure. 

During the next three days, the patient rapidly developed 
marked icterus, a rising blood urea nitrogen level, and a tempera- 
ture of 102 F (38.9 C) to 104 F (40 C). He became comatose 
and, despite supportive therapy, died four days after admission 
to the hospital. The autopsy examination revealed that the 
hemorrhage from the liver had been controlled but that there 
were marked toxic changes of the liver parenchyma, Additional 
findings included a cerebral contusion with a small epidural 
hematoma and basal skull fracture. 

Case 3.—An 18-year-old male was admitted to the Cincinnati 
General Hospital on Nov. 17, 1951, after being struck in the 
abdomen during a football game seven hours earlier. Although 
he had been momentarily prostrated by the injury, he felt well 
for the next few hours. Three hours after the injury, persistent 
dull pain in the upper part of the abdomen occurred and slowly 
increased in intensity. It was accompanied by vomiting, but not 
by hematemesis or melena., At the time of his admission, the 
patient’s temperature was 99 F (37.2 C), and the pulse, respira- 
tions, and blood pressure were within normal limits. The physical 
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examination gave negative results except for the presence of 
tenderness in the epigastrium and right flank. Laboratory data 
revealed the hemoglobin level to be 14 gm. per 100 cc., the 
white blood cell count 8,600 per cubic millimeter, the serum 
amylase level 646 Somogyi units, and the urinalysis negative. 
Roentgenograms of the abdomen with the patient in the prone 
and upright positions showed no evidence of free gas. A small 
amount of iodized oil (Lipiodol) was given by mouth and fol- 
lowed roentgenographically for eight hours to further rule out 
rupture of the duodenum. Except for some delay in transit, no 
abnormalities were seen. The low-grade fever and epigastric 
pain persisted. The white blood cell count rose to 14,000 per 
cubic millimeter, and the serum amylase level progressively fell 
to 124 units. 

On Nov. 21, an upper gastrointestinal series revealed a small 
extrinsic defect on the greater curvature of the gastric antrum 
and thickening of the mucosal folds of the proximal portion of 
the duodenum. In the distal part of the duodenum an intramural 
extramucosal type of defect was seen near the ligament of 
Treitz, and the valvulae conniventes in this region were crowded 
together. The roentgenographic findings were considered to be 
indicative of intramural inflammation or hemorrhage secondary 
to acute traumatic pancreatitis, possibly with perforation into 
the duodenum. A repeat examination on Nov. 25 gave similar 
findings. 

At surgical exploration on Nov, 27, a 20-cm. subserosal hema- 
toma was found in the distal part of the duodenum and proximal 
part of the jejunum. There was also a large hematoma in the 
adjacent retroperitoneal space, and the two hematomas com- 
municated, containing about 600 cc. of liquid and clotted blood. 
The head of the pancreas was indurated and showed a small area 
of fat necrosis. After the hematomas were evacuated, the ab- 
dominal wound was closed. The postoperative course was un- 
eventful, and the patient made a complete recovery. On Dec. 8, 
a gastrointestinal series showed marked regression of the previous 
roentgenographic findings. 


Pathology 


All of the spleens removed at operation and the two 
removed post mortem showed no evidence of preexist- 
ing disease. In the case of the laceration of the liver, 
no evidence of preexisting disease was found. Twelve 
of the 20 spleens showed a definite subcapsular hema- 
toma, which was massive in some instances and mul- 
tiple in others. 


Summary and Conclusions 


In patients with delayed or obscure intraperitoneal 
bleeding following trauma, delayed rupture of the 
spleen was the most frequent cause in our experience, 
occurring in 66% of the cases. Other causes seen by 
us during the past 16 years include delayed rupture 
of the liver, laceration of the pancreas, needle biopsies 
of the liver and kidney, intramural hematoma of the 
duodenum, and postoperative hemorrhage resulting 
trom either a slipped ligature or heparin sodium 
therapy. In our experience, the incidence of im- 
mediate hemorrhage from a ruptured spleen was six 
times greater than that of delayed hemorrhage. The 
same incidence was reported by Bailey and Schreiber.”” 

The incidence of delayed bleeding from the liver 
following nonpenetrating trauma is more infrequent 
than that from the spleen, in our experience; hepatic 
lacerations are more productive of immediate hemor- 
rhage. During the period of this study, there were 11 
cases of acute rupture of the liver with intraperitoneal 
hemorrhage resulting from nonpenetrating injuries. 
The bleeding was immediate in 10 and delayed in 
only 1. However, Wright, Prigot, and Hill” have 
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reported 27 cases of acute rupture of the liver, in- 
cluding 4 that might be classified as delayed rupture. 
In their experience, delayed hemorrhage from liver 
injuries had essentially the same incidence as _ that 
from splenic injuries, but this has not been true in our 
more limited study. 
The fact that a patient recovers promptly from a 
nonpenetrating abdominal injury does not rule out 
serious visceral injury. Lacerations may be present, 
but obscured by associated injuries, a slow rate of 
bleeding, or only temporary or intermittent control 
of the bleeding point. 
In addition to the 30 patients who developed 
severe hemorrhage, there were an indeterminate num- 
ber of patients with lesser degrees of hemorrhage, 
most of which went completely unrecognized. In 
some of these instances, the hematoma developing 
within the liver or spleen became transformed into a 
pseudocyst or a calcified cyst, which was found during 
autopsy after death from unrelated cases. 
The examiner should be alerted for obscure or de- 
layed hemorrhage when the patient has a history of 
trauma. Other principal diagnostic aids include the 
usual signs of blood loss; the presence of abdominal 
pain, usually localized in the upper abdominal quad- 
rant; the reference of pain to the shoulders; the detec- 
tion of shifting dulness; or one or more fractured ribs. 
It is important to consider all patients with lower rib 
fractures as candidates for obscure splenic or hepatic 
bleeding. Abdominal roentgenograms and abdominal 
paracentesis are suggested for those cases in which 
the diagnosis is obscure and the patient’s condition 
will permit them. 
After the diagnosis of delayed hemorrhage with 
signs of shock has been established, the essential treat- 
ment is emergency operation to control the bleeding 
at its point of origin and adequate supportive treat- 
ment. With accurate diagnosis and prompt surgical 
management, the prognosis in these cases is excellent. 
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CARCINOMA OF THE PROSTATE 
Rubin H. Flocks, M.D., Iowa City 


During the past 50 years, the development of knowl- 
edge with regard to cancer of the prostate has changed 
our concepts of this disease and made of the urologist 
not only a surgeon but a chemist, an endocrinologist, 
and a radiologist. In the context of these past 50 years 
I wish to discuss briefly some aspects of the incidence, 
life history, early diagnosis, and treatment of car- 
cinoma of the prostate. 


Incidence 


Hugh H. Young,’ in his paper on the early diagnosis 
and radical cure of prostatic cancer, called cancer of 
the prostate a common disease and stated that about 
one case in seven of prostatic enlargement in men 
past 50 years of age is cancerous. In this he was clear- 
ly ahead of his time. Soon confirmatory evidence from 
many clinics, culminating in the startling pathological 
studies of Rich* and Moore® and the more recent 
studies of Hinman,* indicated that approximately 15% 
of men over the age of 55 have cancer of the prostate 
and that, with the increasing age of our population, 
there are approximately 17 million males in the United 
States who fall into this category. Brendler ° estimated 
from cancer mortality statistics that 5% of these would 
develop clinical cases and die of their cancer. It is of 
interest in the light of these and many other studies 
that indicate the increasing problem of prostatic can- 
cer to note that during the year July 1, 1954, to July 1, 
1955, 182 new patients with prostatic cancer were 
seen at the University Hospitals in Iowa City. This 
was 0.8% of the admissions to the General Hospital 
and 9% of admissions to the urologic service. 


Life History 


Little is known of the etiology of prostatic cancer, 
and no relationships to other prostatic lesions, such 
as infection or hyperplasia, have been demonstrated. 
The epoch-making work of Huggins ° with regard to 
hormonal relationships of prostatic cancer, indicating 
that administration of androgen increases the activity 
of prostatic cancer and administration of estrogen or 
castration decreases its activity, are of great interest 
and have stimulated a tremendous amount of research 
with regard to the endocrine relationships not only of 
prostatic cancer but of cancer in general, particularly 
uterine and breast cancer. However, castration, 
estrogen therapy, adrenalectomy, and hypophysecto- 
my seem to alter the life history of the cancer only 
temporarily, usually a matter of about one-half to two 
years. Then the prostatic cancer seems to continue 
its growth in an uncontrolled manner. Other types of 
palliative therapy, such as transurethral resection, 
simply correct physiological alterations produced by 


From the State University of lowa, Department of Urology. 

Chairman’s address, read before the Section on Urology at the 
105th Annual Meeting of the American Medical Association, 
Chicago, June 13, 1956. 
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¢ The results of palliative treatment of prostatic car- 
cinoma were observed in 1,249 patients followed for 
five years or more. The high incidence of this disease 
makes rectal examinations advisable in all men over 
50 years of age. The shortness of life expectancy and 
the amount of suffering seen when the treatment has 
been pailiative argue in favor of radical pros- 
tatectomy. The advent of radical retropubic pros- 
tatectomy has made total extirpation more generally 
available; it has also shed new light on the mode of 
spread of the growth. Such spread was found in 30 
out of 100 patients without elevated acid phosphatase 
levels in the blood or evidence of bone involvement. 
Interstitial irradiation with a colloidal form of radio- 
gold (Au***) has been done in 389 patients with 
prostatic carcinoma that had extended too far locally 
to be operable but had not yet metastasized to the 
bones. It has been found possible to avoid radiation 
injury to the bladder and rectum, and of the first 100 
patients in this series 22 are alive without clinical 
evidence of disease. Endocrine therapy has often 
given dramatic though temporary improvement, and 
the relief from pain has in some cases been lasting. 
The modern treatment of prostatic carcinoma requires 
the combined resources of surgery, chemistry, en- 
docrinology, and radiology. 


the growth but have no influence upon its life history. 

Thus, although there are rather wide variations in 
the rate of growth of the individual tumor, and one 
may question the clinical significance of microscopic 
occult carcinoma, the clinical significance of the defi- 
nite cancerous nodule seems very important. This is 
confirmed by the results of a study of 1,249 patients 
treated palliatively at the University Hospitals and 
followed for five years or more (fig. 1). These results 
show dramatically that the presence of prostatic 
cancer lowers survival markedly. They do not show 
the high incidence of suffering and incapacitation as- 
sociated with the last few years of survival. It would 
seem clear from these observations that a search is 
still necessary for better techniques for early diagno- 
sis, so that surgical removal may be possible, and for 
other types of curative and palliative treatments. 


Early Diagnosis 


As yet, the only way to make an early diagnosis 
of cancer of the prostate is by biopsy of an area of the 
prostate found to be suspicious on rectal examination. 
Because of the high incidence of the disease, all men 
over 50 years of age should be urged to have a rectal 
examination and all suspicious areas of firmness or 
hardness, if normal on x-ray, should be subjected to 
biopsy, unless there are contraindications with re- 
gard to the age and general condition of the patient. 
Biopsy can be carried out by the perineal punch, 
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transrectal punch, transurethral punch, open perineal, 
or open retropubic methods (fig. 2). Cytological 
methods, involving study of the prostatic secretion, 
are uncertain and may lead to dissemination of the 
tumor if one is present. If an adequate sample is to 
be obtained from a small lesion, biopsy should be 
carried out by a urologist trained in these techniques. 
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Average age of patient witcn first seen at clinic 
Fig. 1.—Relationship of expected mortality to mortality for 
various age groups in patients with carcinoma of prostate. These 
patients were all treated palliatively, have all been followed for 
five years or more, and make up a combined study of two series 
of patients, one numbering 854 patients and the second, 395. 


Treatment 


Radical Prostatectomy.—The results of radical pros- 
tatectomy pioneered by the late Hugh Young and so 
ably developed by men like Belt’ and Jewett * and 
others have been excellent in those cases where early 
lesions have been found. With spread beyond the 
prostatic capsule, only palliation was to be expected. 
The advent of radical retropubic prostatectomy made 
radical removal of the prostate more universally avail- 
able and also added the possibility of a more exact 
look at the local roots of spread of the neoplasm. To 
the high incidence of spread along local lymphatics 
about the regions of the seminal vesicles and to the 
capsule could now be added the high incidence of 
local and regional and lymph node involvement. This 
was 30% in our series of 100 cases without elevated 
acid phosphatase levels or evidence of bone involve- 
ment. 

Irradiation.—The advent of the radioactive isotopes 
necessitated a second look at the possibilities of adding 
radiation to our armamentarium for the management 
of carcinoma of the prostate that was not amenable 
to surgical removal by either type of radical prosta- 
tectomy. Interstitial irradiation for carcinoma of the 
prostate by the use of radium apparently was first 
carried out by Pasteau and Degrais in 1909 in Paris. 
Young began to use irradiation in 1914 for these cases, 
and his work culminated in a report of 100 cases 
treated at the Brady Urological Institute in Baltimore 
and reported by Clyde Deming® in 1922. These re- 
sults were unsatisfactory because of marked irradia- 
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tion reactions in the adjacent bladder and rectum. 
However, they did show that the cancer did respond 
to radiation. The results of 100 cases in which the 
patients were treated with x-ray therapy at the Uni- 
versity Hospitals in Iowa City in 1933, 1934, and 
1935 by Drs. N. G. Alcock and H. D. Kerr again were 
unsatisfactory because of irradiation effects upon the 
bladder and rectum. 

The use of radioactive isotopes with their tremen- 
dous versatility would seem to offer the possibilities 
of intensive irradiation for the lesion and at the same 
time, associated with this, little radiation to the 
bladder and rectum, so that by making use of the 
peculiar properties of various radioactive isotopes, 
one might destroy the lesion and at the same time 
leave the surrounding normal tissues relatively intact. 
In 1951, in conjunction with H. D. Kerr of the de- 
partment of radiology and others, '° I began an ex- 
perimental and clinical study utilizing the radioactive 
isotope of gold (Au '**), which seemed to have the 
following properties peculiarly fitted for this particu- 
lar study: (1) nontoxic; (2) half-life of 2.7 days; (3) a 
90% beta emitter so that a large tumor dose with little 
reaction of the surrounding tissues is possible; the 
beta emission penetrates only a few millimeters be- 
yond its location; (4) where it has been injected it 
sets up literally billions of radiation points; and (5) 
remains at the site of injection (95%). In addition, the 
following peculiar properties of the carcinoma of the 
prostate seemed to fit it for this tvpe of therapy: 1. 
The prostatic cancer is radiosensitive to large doses of 
irradiation. 2. It lies within a fascial capsule that holds 
the infiltrated isotope in the desired location. 3. The 
seminal vesicles and involved lymphatic vessels also 
lie in a fascial compartment that helps to hold radio- 
active solution in desired location. 4. The retropubic 
approach allows ready access to all portions of the 
prostate, seminal vesicles, and regional lymphatics, so 
that the dose per gram of tissue may be easily ap- 
praised. 5. The over-all total dosage required is small 
because the tumor mass is relatively small. 

As a result of these studies, it was shown that the 
most difficult thing to achieve was adequate distribu- 


Complications of Interstitial Irradiation Therapy of Carcinoma 
of the Prostate in First Hundred Cases 
Case No. Case No. 
1-50 


-f 51-100 
3/23/51 to 1/18/52 to Total 
1/8/52 7/3/52 100 Cases 
Total patients involved...........cccccccece 15 3 18 


tion of the radiation about the tumor and its extension 
to the lateral pelvic wall, to the lymphatics about the 
seminal vesicle, and to the regional lymphatics. 
However, as these studies, both clinical and experi- 
mental, continued, many of the problems associated 
with distribution were overcome. It was found pos- 
sible to avoid damage to the rectum and to the sur- 
rounding tissues such as that which occurred in 18 of 
the first 100 cases (see table). No rectal complications 
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have occurred in the ensuing 289 cases. The only 
complication that has occurred with any frequency in 
these latter cases has been urethral calculus, which 
has occurred in about 2% of the cases. Leukopenia 
has occurred in six instances. This has been transient 
and has readily responded to blood transfusion and 
general supportive therapy. 

It was found possible to overcome many of the 
problems of distribution by cutting the volume of the 
injected fluid down low, thus increasing the concentra- 
tion of radioactivity in the solution that 
is injected. It was found that repeated 
injections were safe and useful in overcoming 
areas previously not destroved (fig. 3). It was 
also found necessary and possible to remove 
large masses of the carcinoma, so that the total 
amount of irradiation to be applied would not 
exceed dangerous limits for the surrounding 
normal tissues. By these gradual improve- 
ments in technique, better results were 
achieved, with the avoidance of complications. 
Up to the present time, 389 such patients have 
been treated. These are a selected group of 
individuals who had carcinoma of the prostate 
that was not amenable to removal by radical 
surgery and, at the same time, that showed no 
evidences of dissemination of the lesion be- 
yond the region of the regional lymph nodes. 
Their serum acid phosphatase levels were nor- 
mal and x-ray studies of the bones showed no 
evidences of bony metastasis. In such a group, 
particularly in those instances where the re- 
gional lymph nodes were not grossly involved 
with tumor, there was evidence that interstitial 
irradiation with radioactive gold made a real 
addition to our armamentarium in the manage- 
ment of these patients. Our results in the first 
100 patients treated by interstitial irradiation 
with colloidal gold solution of radioactive gold 
(injected by techniques now archaic) show 
the possibilities involved: 27 are alive with 
clinical evidence of disease and 22 are alive 
without; 30 died with clinical evidence of dis- 
ease and 20 died without. 

Although, from a clinical point of view, a 
tremendous amount of work has been done 
since the monumental work of Huggins, en- 
docrine therapy for carcinoma of the prostate 
has not proved curative. However, it has defi- 
nitely demonstrated its value, and these state- 
ments may be made about it: 1. There is 
no question that, in the vast majority of pa- 
tients with carcinoma of the prostate, endo- 
crine therapy will give dramatic improvement, 
relief of pain, decrease in the size of the 


eral improvement. 2. This improvement is 

only temporary, with the possible exception of relief of 
pain, which may be lasting. No definite cures have been 
reported. However, the duration of the improvement 
varies tremendously from a few months to several 
years. The time and method of administration of the 
endocrine therapy are not agreed upon. The following 


Fig. 2.-Techniques for biopsy of prostate in cases of suspected cancer. 
pt : ; A, perineal punch; B, transurethral punch; C, open perineal; and D, open 
original tumor and its metastasis, and gen- retropubic. 
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methods are in use by experienced urologists: (1) no 
endocrine therapy unless pain is present; (2) immedi- 
ate castration followed by estrogen therapy only if 
pain occurs; (3) immediate castration and estrogen 
therapy to inhibit the androgen from sources other 
than the testis; and (4) immediate estrogen adminis- 
tration (when the effects of this wear off, castration is 
carried out) or androgen administration in some cases 
in which there are extensive lesions that are not bene- 
fited by diethylstilbestrol therapy. 


| 


 — 


The dosage of the estrogen has varied from 1 mg. 
daily to several hundred milligrams. Larger doses are 
now being used at times. In many cases very large 
doses seem to relieve metastatic bone pain when small 
or moderate doses have failed. The recent develop- 
ment of diethylstilbestrol diphosphate makes it easy 
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and safe to give very large doses, as high as 1,000 to 
1,500 mg. daily, either intravenously or by mouth in 
appropriate instances. 

When the patient relapses after orchiectomy and 
estrogen administration, techniques for altering the 
function of the adrenal cortex seem to be of value. 
These consist essentially of bilateral adrenalectomy, 
cortisone administration, or irradiation of the hy- 
pophysis or hypophysectomy. The most recent view 
with regard to bilateral adrenalectomy is that it is of 
relatively little value (with dramatic exceptions) in pa- 
tients with carcinoma of the prostate who have become 
relapsed after orchiectomy and estrogen administra- 
tion. Cortisone administration, however, seems to be of 


r 


Fig. 3.—Photomicrographs and drawings illustrating course of 
disease in 57-year-old male admitted Aug. 27, 1952. Top, pre- 
operative drawing and section; bottom, postoperative drawings 
and sections. Note rectal findings after two months of estrogen 
therapy (received 125 me. injected by combined transvesical 
extraprostatic route ); secondary injection Oct. 16, 1952, resulted 
in rectal findings as illustrated on June 17, 1953. Two biopsies 
taken one year and one year and six months later by the perineal 
punch and transurethral methods have been negative. The 
prostate rectally has remain unchanged. 


help, although whether its action is mediated through 
the cortex of the adrenal or through the pituitary is 
still a moot question. It is also reported that in some 
instances hypophysectomy or destruction of the pitui- 
tary by irradiation is of value in the far-advanced 
cases of patients who are relapsed after estrogen 
therapy and orchiectomy. Such remissions obtained 
by cortisone or bilateral adrenalectomy or hypophys- 
ectomy are usually short-lived but occasionally will 
go on for many months. 

Combination therapy has also proved to be of value, 
particularly for palliation. Endocrines have been used 
to reduce the size of the lesion and thus make it, at 
times, amenable to surgical removal. At times, as 
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indicated previously, irradiation has been added to the 
surgical and hormonal therapy. In some instances 
nitrogen mustard therapy has been useful for the con- 
trol of pain in disseminated prostatic cancer. Time 
alone will evaluate such combined therapeutic 
measures. 


Summary 


Some 50 years have served to change rather marked- 
ly ideas with regard to cancer of the prostate. They 
have confirmed Hugh H. Young’s impression, of the 
great frequency of the disease. They have shown the 
usefulness of radical prostatectomy for early cancer 
of the prostate. They have shown the possibilities of 
radical retropubic prostatectomy. They have served 
to emphasize the high incidence of lymphatic metas- 
tasis in this disease. They have brought out the re- 
lationships of this disease and cancer in general to the 
endocrine system from both biological and therapeutic 
points of view. They have seen the development of 
radiation therapy for prostatic cancer, with the utiliza- 
tion of not only radium and x-ray machines but also 
radioactive isotopes. These 50 years have indeed made 
of the urologist who works with prostatic cancer a 
surgeon, a chemist, an endocrinologist, and a radi- 
ologist. 


University Hospitals. 
References 


l. Young, H. H.: Early Diagnosis and Radical Cure of Car- - 
cinoma of Prostate: Study of 50 Cases and Presentation of Radical 
Operation, J. A. M. A. 463699-704 (March 10) 1906. 

2. Rich, A. R.: On Frequency of Occurrence of Occult Car- 
cinoma of Prostate, J. Urol. 3215-223 (March) 1935. 

3. Moore, R. A.: Morphology of Small Prostatic Carcinoma, 
J. Urol. 8383224-234 ( March) 1935. 

4. Hinman, F.: Obstructive Prostate, J. A. M. A. 133:136-141 
(Sept. 20) 1947. 

5. Brendler, H.: Personal communication to the author. 

6. Huggins, C., and Hodges, C. V.: Studies on Prostatic Can- 
cer: I. Effect of Castration, of Estrogen and of Androgen Injec- 
tion on Serum Phosphatases in Metastatic Carcinoma of Prostate, 
Cancer Res. 1:293-297 (April) 1941. 

7. Belt, E.: Radical Perineal Prostatectomy in Early Car- 
cinoma of Prostate, J. Urol. 48:287-297 (Sept.) 1942. 

8. Jewett, H. J.: Radical Perineal Prostatectomy for Cancer 
of Prostate: Analysis of 190 Cases, J. Urol. @1:277-280 (Feb. ) 
1949. 

9. Deming, C. L.: Cancer of Prostate and Seminal Vesicles, 
Treated with Radium, Surg, Gynec. & Obst. 4399-118 (Jan. ) 
1922. 

10. Kerr, H. D., and others: Follow-Up Study of 100 Cases of 
Carcinoma of Prostate Treated with Radioactive Gold, Radiology 
6.4:637-641 (May) 1955. 


Psychotherapy in General Practice.—There are three areas of medical practice to which 
psychologic insight may be applied constructively. In the diagnostic area we believe that 
the doctor must recognize and classify the predominant way in which the patient relates to 
him, so that a rational approach may be made to therapy. In the therapeutic area we attempt 
to indicate how clarifying the doctor-patient relationship may create an optimal therapeutic 
climate and encourage the greatest readiness to cooperate with medical procedure. The third 
area in which psychologic insight may be applied concerns the doctor and his self-awareness. 
We attempt to teach our students that some understanding of their own reactions to patients 
not only makes them more comfortable, but enhances their diagnostic and therapeutic skill. 
—E. A. Hargrove, M.D., and C. T. Bever, M.D., Psychotherapy and the Family Physician, 
North Carolina Medical Journal, October, 1956. 
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USE OF PREDNISONE, AND PREDNISOLONE IN 
TREATMENT OF ALLERGIC DISEASES 


Earl B. Brown, M.D. 


Thomas Seideman, M.D., New York 


Bunim and co-workers ' have proved that prednisone 
and prednisolone, the analogues of cortisone and 
hydrocortisone, are effective in the treatment of rheu- 
matoid arthritis. Several authors * have also used these 
drugs effectively in various allergies, but they have 
disagreed on dosage. We undertook a study to de- 
termine the optimum dosage, both initial and main- 
tenance, for treatment of allergies. Our study also 
included observations on side-effects, as regards their 
incidence, type, and severity, and on the other diff- 
culties encountered in administering synthetic corti- 
costeroids. 

One hundred ninety patients with various allergies 
received prednisone or prednisolone. (No patient in 
this group had a history of diabetes mellitus, pul- 
monary tuberculosis, hypertension, or significant 
gastrointestinal symptoms.) Seventy-eight patients with 
hay fever served as a control group. Since we had 
previously concluded that clinical results obtained 
with the two compounds do not differ, the tables in 
this report do not specify which one of the two drugs 
any one patient received. The study, which was begun 
in April, 1955, included 64 patients with bronchial 
asthma, 38 with allergic dermatoses, 79 with seasonal 
allergic rhinitis (ragweed pollinosis ), and 9 with per- 
ennial allergic rhinitis, as well as the control group of 
78 patients with hay fever. 


Bronchial Asthma 


The 64 patients with bronchial asthma were given 
10 mg. of prednisone or prednisolone four times a day 
for two days. The dosage was then gradually de- 
creased so that within a week the patient was receiv- 
ing a maintenance dose of 5 mg. two or three times 
a day. An initial dosage of less than 40 mg. a day 
usually proved inadequate. If a patient’s condition did 
not improve when he was receiving 40 or 50 mg. of 
the drug a day, it usually did not improve when the 
dosage was increased to 60 to 100 mg. a day. 

We have found that physicians have sometimes 
misused the synthetic corticosteroids in treating 
bronchial asthma. Cases 1 and 2, given below, illustrate 
two common errors. 

Case 1.—After upper respiratory infections, a 5-year-old fe- 
male had asthma for one year. She had received antibiotics and 
bronchodilators. The physician had also prescribed 2.5 mg. of 
prednisone with an ephedrine capsule for relief of acute ex- 
acerbations of the asthma. However, one of us (E. B. B.) con- 
cluded, upon seeing the patient in consultation, that the steroid 
was not necessary, since ephedrine alone relieved the exacerba- 


From the Division of Medicine and Social Medicine, Monte- 
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Read in the Session on Allergy before the Section on Miscel- 
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* Prednisone and prednisolone were administered 
interchangeably in varying dosages by mouth to pa- 
tients with allergies, in order to determine the quan- 
tities needed for initial treatment and for mainte- 
nance. In 64 patients with bronchial asthma, the initial 
dosage was found to be 10 mg. four times per day for 
two days, and the maintenance dosage 5 mg. two or 
three times per day. In 38 patients with allergic der- 
matoses the initial dosage was found to be 30 to 
40 mg. per day for three or four days, and the mainte- 
nance dosage 2.5 mg. per day. In 79 patients with 
seasonal allergic rhinitis the initial dosage was found 
to be 15 to 20 mg. per day for two or three weeks. 
In nine patients with perennial allergic rhinitis, the 
initial dosage was found to be 10 mg. four times per 
day (for two days) and the maintenance dosage 5 mg. 
twice per day. The histories of 13 patients are given 
to illustrate the fact that these hormones do not take 
the place of bronchodilator drugs, the need for ade- 
quate dosage, the usefulness of these hormones for 
either intermittent or continuous therapy, and their 
effects in rhinitis and dermatoses. The most frequent 
side-reactions noted were increased appetite and 
urinary frequency. These reactions were less frequent 
and less severe than those observed when cortisone 
and hydrocortisone are used for the above purposes. 
It was also less necessary to control the intake of 
sodium and potassium. Prednisone and prednisolone 
have substantial advantages over cortisone and hy- 
drocortisone in the treatment of allergies, although 
they are not a substitute for careful individual man- 
agement. 


tions. As a general rule, steroids cannot replace common 
bronchodilators. Only when sympathomimetic drugs fail are 
corticosteroids indicated. 


Case 2.—A 51-year-old female came to us on Oct. 22, 1955, 
during an acute exacerbation of chronic asthma, which had 
begun five days before. She had received antibiotics, potassium 
iodide, and 20 mg. of prednisone a day. Because of her cough- 
ing, we could not determine her vital capacity. She was given 
40 mg. of prednisone a day and within 48 hours had improved 
markedly. Her vital capacity at that time registered 1.4 liters. 
She then was given only 30 mg. of prednisone a day for two 
days. After that the dosage was decreased to 20 mg. and then to 
10 mg. daily. After four days, when her vital capacity was 1.8 
liters, medication was discontinued. This patient had required 
steroids, but the initial dosage of 20 mg. a day had been in- 
adequate. 


Table 1 shows the percentage of our group of 64 
patients with bronchial asthma who achieved 90-100% 
relief while on steroid therapy. As can be seen, 37 of 
the 64 patients required synthetic steroids for more 
than three weeks. Some have taken them for 9 to 12 
months without untoward effect. Although most pa- 
tients obtained relief in 4 days, the majority needed 
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to take the drug for at least 12 days. Case reports are 
given below to illustrate the use of each general type 
of therapy—short-term, intermittent, and continuous. 


Short-term Therapy 


Case 3.—A 33-year-old male had had hay fever due to rag- 
weed pollen seasonally since 1946 and bronchial asthma sea- 
sonally since 1949. Hyposensitization had given moderate relief 
in 1950. In 1951, the patient again developed asthma during 
the ragweed season. Treatment consisted of antibiotics, ex- 
pectorants, and bronchodilators. In 1952, during the ragweed 
season, asthma recurred; but, after administration of cortisone 
for 15 days, the symptoms disappeared and medication was 
discontinued. However, two weeks later, cortisone therapy was 
again required for two additional weeks. In 1953 and 1954, 
when the patient had his bedroom air-conditioned, he reported 
very tew allergic symptoms. However, during the 1955 ragweed 
season, he again developed asthma. Prednisone, 40 mg. daily, 
produced marked improvement in 48 hours, and his vital ca- 
pacity, impossible to estimate at first, was 4 liters. (His normal 
capacity was 5 liters.) Four days later, on this short-term ther- 
apy, the patient was completely symptom-free and his vital 


TaBsLe 1,—Results of Treatment with Prednisone or Prednisolone® 
in Patients with Bronchial Asthma 


Patients 
> Rece 

Day No. on herapy Relief 
57 


* Initial dosage ranged from 30 ee 50 mg. in 88° of patients; main- 
tenance dosage ranged from 5 to 15 


capacity had risen to 4.2 liters. The dosage of prednisone was 
reduced by 2.5 mg. a day, but, after two weeks, the drug was 
withdrawn because the patient had developed an acneform rash. 
Although the patient was symptom-free, his vital capacity did 
not return to normal until five weeks after the onset of asthma. 


Case 4.—A 60-year-old female had had three polypectomies 
in 14 years and had suffered from anosmia for 18 months. One 
year before consultation she had developed a cough and started 
having bouts of wheezing. She received 40 mg. of prednisone 
daily, with gradual reduction of the dosage to 10 mg. by the 
seventh day. Within 48 hours after therapy had been started, 
the wheezing stopped; after 72 hours, the patient’s sense of 
smell returned. During the second week, she received 2.5 to 
5.0 mg. of the drug daily. For the next 30 days she took 2.5 
mg. every other day, and her symptoms disappeared completely. 
From Sept. 1, 1955, to March 29, 1956, ephedrine controlled 
the slight bouts of wheezing. 


Cases 3 and 4 illustrate the use of prednisone for 
short-term therapy of pollen asthma. No special diet 
was necessary, and the patients accepted therapy with- 
out difficulty. Their weight and blood pressure re- 
mained constant. The urinary glucose values were 
repeatedly found to be normal. 
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Intermittent Therapy 


Case 5.—When she was first examined on Sept. 20, 1950, a 
55-year-old female was found to have chronic pulmonary 
fibrosis, emphysema, and bronchial asthma. During her 25-year 
history of asthma, she had been treated by many allergists in 
various parts of the country. In addition to hyposensitization, 
she constantly required bronchodilators and expectorants. On 
April 25, 1954, during a severe exacerbation of asthma, she was 
started on therapy with cortisone, 200 mg. a day. Within six 
days her symptoms had been relieved. Dosage was gradually 
reduced and then discontinued on Oct. 12, 1954, Cortisone was 
again required two weeks later; however, use of the drug was 
finally discontinued on Dec. 21, when the patient was free of 
symptoms. While taking the steroid, the patient was on a low- 
salt diet and took supplementary potassium orally. During these 
courses of therapy, no significant side-reactions occurred. 

On April 16, 1955, the patient was given prednisone, 40 mg. 
a day, because of uncontrollable wheezing and dyspnea. After 
48 hours, symptomatic relief was marked, and the dosage was 
gradually reduced. Auscultation showed her chest to be entirely 
clear by April 22; prednisone was withdrawn two days later. 
The only significant side-reaction the patient noted was a 
marked increase in appetite. When severe asthma recurred 10 
weeks later, therapy with prednisone, 30 mg. a day, was re- 
sumed. One week later, after her symptoms had completely 
disappeared, the dosage was reduced to 10 mg, a day; therapy 
was stopped entirely on Aug. 1, 1955. On Aug. 30, 1955, be- 
cause of severe hay fever and asthma, use of prednisone, 40 mg. 
a day, was again resumed. The hay fever disappeared in 12 
hours, and the asthma was controlled. Dosage was gradually 
reduced to 10 mg. daily, and, on Sept. 13, 1955, since the pa- 
tient was free of symptoms, the drug was withdrawn. Therapy 
with prednisone was again necessary five weeks later for a 
period of three weeks, and it also was given from Dec. 15, 1955, 
to Feb, 15, 1956. From April 15, 1955, to Feb. 14, 1956, the 
patient’s weight increased from 99.75 to 111.75 Ib. (45.2 to 
50.6 kg.). Diuretics did not affect it. Blood chemistry values 
were unchanged, and her blood pressure remained within 
normal limits. Moon-face appeared during the time of therapy 
with higher dosage of prednisone, but it disappeared as the 
dosage was tapered off. Between courses of prednisone therapy, 
the patient was treated with antibiotics, expectorants, and 
bronchodilators. Thus, the patient, formerly a semi-invalid, was 
able, by intermittent use of the newer steroids, to gain weight 
and resume normal activity. No serious side-reactions have oc- 
curred, The patient cannot maintain improvement without 
steroid therapy for longer than six or eight weeks. 


Case 6.—A 40-year-old male had had perennial bronchial 
asthma, bacterial in origin, for eight years. He first came to us 
on Nov. 14, 1955, after having had severe symptoms for three 
weeks. Physical examination revealed dyspnea, with the use of 
the accessory muscles of respiration. His cough was severe, and 
there was wheezing throughout his chest. The remainder of the 
physical examination, including routine blood and urine tests 
and chest x-ray, was normal. The patient was started on therapy 
with 40 mg. of prednisone a day, iodides, and antibiotics. After 
24 hours he felt well, although his chest was not clear on 
auscultation until 11 days later. His vital capacity, at first im- 
possible to estimate, rose to 3.6 liters. The patient, who had 
not worked for three weeks, was able to resume his usual duties 
within 48 hours. Medication was stopped on Dec, 21, 1955. The 
patient did very well with the occasional use of ephedrine and 
iodides until Feb. 29, 1956, when he returned for treatment 
because of severe dyspnea after an upper respiratory infection. 
He was given 40 mg. a day of prednisone as well as iodides an:| 
an antibiotic. Prednisone was withdrawn by March 8, 1956. 
The patient continued to do well with hyposensitization to dust 
and bacteria. Thus this patient, previously disabled during an 
asthmatic attack, was enabled by intermittent short courses of 
prednisone therapy to continue working. On this regimen no 
dietary restrictions are necessary. 


Continuous Therapy 


Certain patients have become invalids or semi- 
invalids because of asthma. Cortisone, hydrocortisone, 
and corticotropin have helped such patients, but the 
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stringent dietary restrictions the use of these drugs 
necessitates are inconvenient. The newer steroids, 
which do not necessitate such restrictions, have been 
more convenient to use. Several of the 64 cases in this 
group illustrate this advantage of the newer steroids, 
but the following typical case suffices as an example. 


Cast 7.—A 56-year-old female had had perennial bronchial 
asthma for 22 years. She apparently had been able to perform 
her household duties until 1952, at which time she had been 
hospitalized for one month. She had been discharged with in- 
structions to use epinephrine (by inhalation) and other bron- 
chodilators as necessary. She then had been comparatively well 
until Dee. 25, 1953, when she had developed severe wheezing 
and coughing after an upper respiratory infection. Hydrocorti- 
sone, prescribed by her family practitioner, gave no relief, and 
she was examined at Montefiore Hospital in consultation on 
May 25, 1954. Because of severe dyspnea, she was admitted to 
the hospital. X-ray of the chest, blood cell count, urinalysis, and 
skin testing gave no significant findings. Treatment with bron- 
chodilators and antibiotics proved successful, and the patient 
was discharged on June 6, 1954. Thereafter she was treated 
with bronchodilators and autogenous and stock vaccines and 
dusts. On Sept. 29, when her asthma became severe, she was 
placed on a regimen of cortisone, 50 mg. four times daily, a low- 
salt diet, and antibiotic therapy. After four days, the asthma 
was controlled and the patient did not need sympathomimetic 
drugs. However, her blood pressure had risen from 140 80 to 
190/100 mm. Hg. Her weight remained constant, but she com- 
plained of nervousness. The dosage of cortisone was gradually 
reduced to 50 mg. daily. 

On Oct. 18, she developed a temperature of 103 F (39.4 C) 
and was readmitted to the hospital. There bronchoscopy re- 
vealed an inflammatory reaction only; x-rays of the chest and 
sinuses were normal. Findings of blood studies were not signifi- 
cant. The patient was given inhalation therapy with Alevaire 
(a mixture of 0.125% Superinone [oxyethylated tertiary octyl- 
phenol-formaldehyde polymer], 5% glycerin, 2% sodium bicar- 
bonate, and water) and discharged on Oct. 31, greatly 
improved. To keep her comfortable, she was given 100 mg. of 
cortisone daily; this dosage was gradually reduced to 25 mg. 
daily. On Nov. 26, her blood pressure was 208/100 mm. Hg; 
cortisone was withdrawn. Three days later the systolic pressure 
fell to 170 mm. Hg, despite the fact the patient had been 
taking sympathomimetic drugs. 

She was readmitted to the hospital on Dec. 6 because of 
severe asthma. She responded to corticotropin (ACTH) admin- 
istered by slow intravenous drip, and again her examination was 
completely negative. She was finally discharged on therapy with 

d tisone, 80 mg. a day. The dosage was gradually de- 
creased to 50 mg. a day; thereupon asthma returned, neces- 
sitating use of sympathomimetic drugs. Her blood pressure now 
was 180/110 mm. Hg. When the dosage of hydrocortisone was 
increased to 60 mg. a day, the patient became asymptomatic 
and her blood pressure dropped to 150/88 mm. Hg. A weight 
gain of 10 Ib. (4.5 kg.) in one week was noted, as well as a 1+ 
glucosuria two hours after breakfast. Therefore the dosage of 
hydrocortisone was reduced to 40 mg. a day. While on this 
regimen, the patient continued to use sympath tic drugs. 

On March 19, 1955, the patient was given prednisone, 40 mg. 
daily. Since then she has been taking 15 to 20 mg. a day and 
has been hospitalized only twice, neither time for asthma but 
rather for extensive checkups, including taking of x-rays of the 
gastrointestinal tract, kidneys, gallbladder, and spine; electro- 
cardiography; complete blood studies, with determination of 
phosphate, potassium, sodium, and urea nitrogen levels; and 
urine studies for 17-ketosteroids. The patient’s weight has re- 
mained constant. She is able to go about her household duties, 
but about every two months she has hyperpyrexia, with a tem- 
perature of 102 to 103 F (38.9 to 39.4 C); this lasts for 48 
hours. Although an antibiotic is prescribed empirically, its ef- 
fectiveness cannot be evaluated. The patient complains of some 
pretibial pain, but x-rays of the tibial bones as well as determi- 
nations of alkaline phosphatase values have been normal. In all 
probability, this patient will require steroid therapy indefinitely. 
Severe asthma has recurred when the patient has stopped 
medication for a week or two. 
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This case illustrates the gradual onset of severe pulmonary 
decompensation. Without steroid therapy the patient would be 
a hopeless invalid. While the older steroids gave some relief, 
they also caused a marked rise in blood pressure. Prednisone 
permitted maintenance of normal blood pressure and lessened 
the necessity for concomitant use of sympathomimetic drugs, 
which were probably also a factor in the abnormal elevation 
of the blood pressure. Hospitalization of the patient for asthma 
has been unnecessary in the past year, though it had been com- 
mon every two or three months before she was started on 
therapy with prednisone. The patient has been observed care- 
fully, and complete x-ray and blood studies have been made, 
but no abnormality has been revealed. 


Allergic Dermatoses 


Thirty-eight patients with allergic dermatoses were 
treated with prednisone and prednisolone. These drugs, 
as expected, were most effective in self-limited syn- 
dromes, such as drug reactions and acute contact 
dermatitis. However, long-standing contact dermatitis 
and atopic eczema, always the despair of the allergist, 
also responded. 

Initial daily dosages were as high as 40 mg. By 
gradual reduction over a period of seven days, the 
maintenance dosage of 2.5 to 5.0 mg. a day was 
reached. Improvement was maintained in some chronic 


TABLE 2.—Results of Treatment with Prednisone or Prednisolone® 
in Patients with Allergic Dermatosest 


Patients, Duration of 
No 


Diagnosis reatment Result 
Contact 15 6 days-10 mo. Excellent 
5 10 days- 3 mo. Excellent 
Infectious eezematoid 
2? 14 days Excellent 
Penicillin reaction .........seeseee 4 5-15 days Excellent 
6 7-14 days Excellent-4 
No results-2 
No results-1 
1 7 days Excellent 
Phenobarbital reaction .......... 1 7 days Excellent 


* Patients were started on therapy with 10 mg. of prednisone or prednis- 
olone 4 times a day. Dosage was gradually reduced to 5 mg. 2 times a day. 
+ Some of the case histories were supplied by Dr. Laurence Palitz. 


cases with as little as 5 to 10 mg. given every 7 to 10 
days. Table 2 summarizes the results in the cases under 
study. The case reports given below illustrate in 
greater detail the use of prednisone and prednisolone 
in various allergic dermatoses. 


Case 8.—An ll-year-old male had had atopic eczema for 
over 10 years on the cubital and popliteal fossae as well as on 
the anterior aspect ot his right ankle. The patient had been 
treated in a variety of ways by many doctors with little success. 
Examination on Nov. 24, 1955, showed weeping and itching of 
all eczematous sites, with marked evidence that they had been 
scratched. The patient was immediately given prednisone, 40 
mg. a day. In four days, 70% improvement occurred; dosage 
was then reduced to 20 mg. a day. Two days later the dosage 
was reduced to 15 mg. a day; on Dec. 2, 1955, since the patient 
was asymptomatic, the dosage was reduced to 5 mg. a day. 
Concomitant use of a bland ointment was prescribed, and 17 
days later prednisone was withdrawn. While the patient was 
receiving steroid therapy, he had an examination for allergy; 
he is now undergoing hyposensitization to dust, vaccine, and 
wool. Exacerbations of eczema have been controlled with 10 
mg. of prednisone daily; such therapy is necessary for only two 
or three days about once every five to six weeks. 

Case 9.—A 7-year-old male had had the onset of typical 
atopic eczema at 6 weeks of age. It had disappeared spon- 
taneously when he was 2 years old but had reappeared three 
years later. He was first examined here on April 20, 1955, when 
he was 7 years old, because of dermatitis involving both hands 


/ 
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and wrists. He was given 30 mg. of prednisolone daily, with 
gradual reduction in dosage to 10 mg. daily. By May 24, 1955, 
the eczema had almost completely disappeared, and use of the 
steroid was discontinued. The patient was given skin and 
dietary tests and subsequently underwent hyposensitization and 
was placed on a special diet. Two subsequent exacerbations of 


SEVERITY OF SYMPTOMS 
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Severity of symptoms of seasonal allergic rhinitis in patients 
treated with prednisone or prednisolone and in controls as 
plotted against pollen count during period Aug. 13 to Sept. 
30, 1955. 


eczema were treated with prednisolone, 20 mg. a day for a 
week, This dosage was gradually reduced to 5.0 to 7.5 mg. 
daily, with the drug being withdrawn after four weeks. Since 
then the patient has required therapy with 10 mg. of prednis- 
olone daily for two or three days every 8 to 10 weeks. 


Case 10.—A 42-year-old physician had a typical serum-sick- 
ness type of penicillin reaction. Since self-medication with anti- 
histamines and epinephrine was not effective, he began to take 
25 mg. of prednisone a day. When this also was ineffective, he 
consulted one of us (E. B. B.). The dosage of prednisone was 
increased to 40 mg. a day, and an antihistamine was given. 
Within 24 hours the patient was asymptomatic. He reduced the 
dosage gradually by 2.5 mg. a day and discontinued the use 
of the drug after a total of two weeks. He has since been 
completely asymptomatic. 


Case 11.—An 18-year-old male had repeated attacks of Rhus 
dermatitis, necessitating his frequent hospitalization until 1954. 
From 1954 on, hyposensitization was attempted with poison ivy 
extracts, but he developed lesions in 1954 and 1955. In 1954 a 
combination of neoantergan and hydrocortisone controlled the 
poison ivy in three days. In 1955, he was given prednisone, 20 
mg. a day, for severe poison ivy, and after four days he was 
asymptomatic. 


Seasonal Allergic Rhinitis 


Our study of results of therapy with prednisone or 
prednisolone in seasonal allergic rhinitis, to be re- 
ported in detail elsewhere,* will only be summarized 
here. In 1953, we* used small doses of cortisone in 
combination with an antihistamine and failed to show 
that this combination was better than the antihistamine 
alone. In 1954, one of us° repeated this study with 
a hydrocortisone-antihistamine combination with no 
better results. The plan of study used in the present 
group of 157 patients was similar to that already de- 
scribed. Upon onset of symptoms, 79 patients received 
prednisone or prednisolone, 15 to 20 mg. a day, for 
two to three weeks. Seventy-five of the 79 patients 
obtained 75% or more relief. In the control group, 
78 similar patients were given no steroids but were 
allowed to take antihistamine at will. Only 19 of these 
had comparable relief. 


J.A.M.A., March 2, 1957 


In the figure the relief experienced by the treated 
patients and that experienced by the control group is 
plotted against the pollen count on specific days during 
the season. All patients’ symptoms increased as the 
pollen count rose, but those receiving steroid therapy 
were much more comfortable than the others. In three 
patients the symptoms were abolished by doubling the 
steroid dosage. 


Perennial Allergic Rhinitis 


The conditions of 9 patients (10 trials) with peren- 
nial allergic rhinitis were promptly relieved by an 
initial dosage of 10 mg. of the newer steroids four 
times a day. The relief continued as long as the 
steroid was given. Within five or six days relief was 
maintained on therapy with as little as 5 mg. of the 
steroid twice a day. Two to six weeks after with- 
drawal of the medicament, symptoms recurred, but 
the initial dosage required for relief was lower than 
that used in the original course of treatment. 

Table 3 summarizes the patients’ reactions to the 
steroid therapy. As can be seen, the majority of pa- 
tients responded within four days on therapy with an 
initial dosage of 40 mg. a day. The dosage then was 
rapidly reduced, and relief was maintained. The two 
case histories given below are typical of those of the 
nine patients in this group. 

Case 12.—A 31-year-old male had had typical grass and rag- 
weed pollinosis since 1948 and perennial coryzal symptoms 
since 1951. He had had repeated nasal polypectomies as well 
as treatment with the indicated pollens, stock dust, and bac- 
terial extracts. Such therapy was only moderately successful. 


TABLE 3.—Results of Treatment with Prednisone or Prednisolone® 
in Patients with Perennial Allergic Rhinitis 


Patients 
% Receiving 
Day No. on Therapy 90-100% Relief 
10+ 30 
10 40 
10 60 
10 
10 90 
sis 10 90 
7 100 
7 100 


* Initial dosage ranged from 30 to 40 mg. in 50% of patients; maintenance 
dosage was 5 meg 
+9 patients, with 2 trials in one of them. 


On March 15, 1955, after the most recent polypectomy, he de- 
veloped a cough. His chest was normal, with x-ray films show- 
ing no changes; his cough was believed to be due to a 
recurrence of chronic nasopharyngitis. He was given prednisone, 
40 mg. a day. Within three days his cough had disappeared, 
and the dosage was reduced to 20 mg. a day. There were no 
nasal symptoms. The patient’s only complaint was of undue 
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fatigue after a day’s work. Studies of metabolism, blood pres- 
sure, and weight showed no changes. After reduction of the 
dosage of prednisone to 10 mg. a day, the patient was com- 
pletely symptom-free and his tiredness had disappeared. When 
dosage was further reduced to 5 mg. a day, the symptoms 
returned. On May 18, however, prednisone was withdrawn, and 
since then the patient has obtained 70% relief on therapy with 
as little as 5 mg. a day. The patient noted that 5 mg. daily for 
three to four days provided relief for seven to eight days after 
the steroid was withdrawn. 


Case 13.—A 55-year-old male had a 30-year history of re- 
peated nasal polypectomies. He had been treated with ragweed, 
dust, and vaccine with fair results for five years before he came 
to us. In November, 1955, because of severe nasal obstruction 
due to polyps and because of edema of the nasal mucosa, he 
was started on therapy with prednisone, 40 mg. a day. Within 
24 hours, he obtained 70% relief. The dosage was gradually 
reduced, until seven days later the patient was taking only 20 
mg. a day. He stated that he experienced the greatest relief he 
had had in years. He was on maintenance therapy with 10 mg. 
a day for one week and then 5 mg. a day for the subsequent 
week. On Dec. 21, 1955, the drug was withdrawn entirely. The 
patient remained completely free of symptoms for the following 
five weeks; then they returned. He stated that 5 mg. of either 
prednisone or prednisolone gave him, in 15 minutes, relief that 
lasted for six hours. 


Side-reactions 


All patients were carefully observed for changes in 
weight or blood pressure. Spot checks were made to 
observe changes in white or red blood cell count; 
serum sodium, potassium, calcium, or urea nitrogen 
level; and blood sugar values. Tests for glycosuria 


TaBLe 4.—Incidence of Side-reactions® During Treatment with 
Prednisone or Prednisolone 


Body System and Type of Reaction Frequency 
Nervous System 

Gastrointestinal System 

Increase Of appetite ..... 10 
Genitourinary System 

Skin 

Miscellaneous 


* 67 reactions in 33 of 19) patients treated. 


were made, and 24-hour urinary excretion of calcium 
was checked. The patients were specifically asked 
during each visit if they had any gastrointestinal dis- 
comfort, increase of irritability, headaches, fatigue, or 
genitourinary symptoms. In patients who had been 
toking steroids for long periods, x-rays of the complete 
gastrointestinal tract and spine were made. Among the 
190 patients with one of the four major allergic syn- 
dromes (bronchial asthma, allergic dermatosis, sea- 
sonal allergic rhinitis, or perennial allergic rhinitis ), 
33 developed a total of 67 side-reactions. The types of 
reactions and their incidence are given in table 4. 
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Administration of the steroid had to be stopped only 
once, when a patient developed severe abdominal 
cramps. No side-reaction continued for more than 72 
hours after withdrawal of the steroid. 


Comment 


An effort has been made to determine the optimum 
dosage of prednisone or prednisolone for relief of the 
four major allergic syndromes. We believe that the 
dosage schedule outlined in table 5 will be effective in 


TABLE 5.—Dosage Schedule for Relief of Patients with 
One of the Four Major Allergic Syndromes 


Dosage 
Allergic Syndrome Initial Maintenance 
Bronchial asthma .............. 10 mg. 4 times/day 5 mg. 2-3 times/day 
for 48 hr. 
Allergic dermatosis ......... .ee. 30-40 mg./day for 2.5 mg./day— 
3 or 4 days 5 mg. 2 times wk. 
Allergie rhinitis (seasonal)...... 15-20 my./day for me 
2-3 wk. 
Allergic rhinitis (nerennial)..... 10 mg. 4 times/day 5 mg. 2 times/day 


most patients. The same precautions observed in the 
use of the older steroids apply to the administration 
of prednisone and prednisolone. Patients should be 
carefully screened for a history of hypertension, pul- 
monary tuberculosis, diabetes mellitus, significant gas- 
trointestinal illness, and psychoses. 

In some patients with asthma in our group who were 
given a variety of sympathomimetics with a resulting 
systolic and diastolic hypertension, blood pressure was 
reduced to normal by the use of prednisone and/or 
prednisolone and the withdrawal of the epinephrine- 
like compounds. Franklin ° reported on a patient with 
chronic obstructive emphysema who was bedridden 
because of dyspnea. Just prior to the institution of 
steroid therapy, she had a massive gastrointestinal 
hemorrhage from a jejunal ulcer. The bleeding stopped, 
and the ulcer was healing at the time steroid therapy 
was instituted. Her dyspnea decreased so that she 
became ambulatory, and she had no further episodes 
of bleeding. If steroids are used in a patient with 
diabetes, the blood sugar level should be checked and, 
if necessary, »dditional insulin used. In prolonged 
therapy of such diseases as chronic bronchial asthma, 
chronic allergic rhinitis, and chronic dermatoses, ster- 
oids may mask the manifestation of infection. There- 
fore, the patient must be supervised constantly even 
if he is taking only 5 to 10 mg. a day. Antibictics should 
be administered at the slightest sign of infection, and 
for severe infection the steroid dosage should be 
markedly increased. If a patient taking steroids re- 
quires major surgery within six months after the last 
dose, the steroids should be readministered before 
and after the operation. The steroids are most effective 
in self-limiting syndromes, such as ragweed pollinosis, 
acute contact dermatitis, and acute urticaria, which 
require brief treatment and minimum supervision. 

The advantages of prednisone and prednisolone over 
cortisone and hydrocortisone appear to be (1) the 
minimal dietary restrictions required (patients do not 
usually require salt-free diets or supplementary potas- 
sium) and (2) less frequent and less severe side- 
reactions. It should not be assumed that all pxtients 
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with allergies require steroid therapy. On the con- 
trary, every effort should be made to control symptoms 
with safer and older methods. Only when these fail 
should steroids be considered. At present, no substi- 
tute exists for good management of patients with 
allergies. 


39 W. 55th St. (19) (Dr. Brown). 


The prednisone and prednisolone used in this study were sup- 
plied as Deltra and Hydeltra, respectively, by the medical di- 
vision of Merck & Co., Inc., Rahway, N. J. 
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ADVANTAGES OF HOSPITAL ADMISSION CHEST X-RAY EXAMINATIONS 


Abraham Melamed, M.D., Milwaukee 


Routine hospital admission chest x-ray examinations 
are performed in only 30.1% of all hospitals in the 
United States and in 20.1% of short-term general and 
special hospitals.’ It is difficult to comprehend the 
reasons for such complacency when Hodges and 
others as long as 20 years ago demonstrated the utility 
of such examinations. Chest x-ray examinations should 
be considered a necessary and integral part of a pa- 
tient’s studies in the hospital for the reasons given 
below. 


Reasons for X-ray Examination 


Decrease in Communicable Diseases.—Routine chest 
x-ray examination of the hospital population provides 
1 method of decreasing communicable diseases and is 
important to all hospital personnel and their families. 
The incidence of tuberculosis, for example, is said to 
be greater among hospital personnel than among 
workers in any other industry. The same applies to 
other communicable respiratory diseases. Preemploy- 
ment and at least annual chest x-ray examinations of 
employees are essential in any hospital chest x-ray 
program. Also inherent in such programs is the making 
of semiannual chest x-rays of those on the attending 
and house staffs. 

Good Business.—It is good business for hospitals to 
perform admission chest x-ray examinations.* The cost 
of hospital compensation insurance is dependent on or 
based on the number of past claims. Fewer claims 
result in savings to the hospital. It is predicted that 
the cost of compensation insurance will decrease when 
all hospitals provide routine admission chest x-ray 
examinations. 


From the departments of radiology, Evangelical Deaconess 
Hospital, Milwaukee, and St. Joseph’s Hospital, West Bend, Wis. 

Read in part in the Panel Discussion on the Value of the 
Routine Chest X-ray Examination before the Section on Dis- 
eases of the Chest at the 105th Annual Meeting of the Ameri- 
can Medical Association, Chicago, June 13, 1956. 


¢ Examination of the chest by x-ray as a routine part 
of admission to the hosital offers many advantages. 
The detection of unsuspected communicable disease 
in a new patient helps to protect hospital personnel as 
well as other patients. The chest x-ray has been shown 
to reduce the number of erroneous diagnoses, to be 
valuable to the anesthesiologist before surgery, to be 
an important part of the records in accident and com- 
pensation cases, and to be especially useful in teach- 
ing hospitals. It is essential to the control of tuber- 
culosis at its source and offers hope of earlier de- 
tection of cancer of the lung. 


Avoidance of Some Errors in Diagnosis of Chest 
Diseases.—Over 20 years ago, at the University of 
Michigan, Hodges * demonstrated the value and neces- 
sity of admission chest x-ray examination. He proved 
that as a group the physicians at the University of 
Michigan Hospitals committed one gross error a day 
without the benefit of such chest x-rays. Such a dem- 
onstration in itself warrants the adoption of routine 
admission chest x-ray examination of all hospital pa- 
tients. 

Discovery of Unsuspected Cases of Chest Disease.— 
Many unsuspected cases of chest disease amenable to 
treatment are uncovered by admission chest x-ray 
examination. Prompt treatment of these patients de- 
creases morbidity and mortality rates and the length 
of hospitalization. In this day and age of high hospital 
costs and shortages of hospital beds, the length of 
hospitalization is no minor consideration. 

Valuable Preoperative Chest Evaluation.—In the 
evaluation and preparation of the surgical patient, the 
routine admission chest x-ray is of inestimable value 
to surgeons and anesthesiologists. The correlation of 
the physical findings with the x-ray findings provides 
a more accurate appraisal of the patient’s cardiopul- 
monary status than either of the findings alone, par- 
ticularly when inhalation anesthesia is used. The 
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x-ray findings often have a direct bearing on the 
choice of the anesthetic agent and type of surgical 
procedure.* 

Record of Past Condition of the Chest.—In everyday 
roentgenography of the chest, we are faced with the 
problems of ascertaining, if possible, the acuteness or 
chronicity of thoracic abnormalities. Many such ques- 
tions can be resolved promptly and easily if previous 
chest x-rays are available for comparison. Admission 
chest x-rays provide such valuable records, particular- 
ly in patients with postoperative and other types of 
thoracic complications. X-ray diagnosis of chest dis- 
ease is thus made more reliable and accurate. 

Valuable Data for Study of Life History of Disease. 
—Over 20 million patients are admitted to hospitals an- 
nually. Chest x-ray examination of all such patients 
would, of course, provide information of immediate im- 
portance to the patient but also valuable data for sub- 
sequent study of the natural history of many chest dis- 
eases. Rigler ° has demonstrated the potentialities of 
the use of such data in the study of primary cancer 
of the lung. 

Important Record in Compensation and Accident 
Cases.—In accident and compensation cases, as in 
other types of medical practice, negative and positive 
findings are of equal importance. The availability of 
a routine chest x-ray in compensation and accident 
cases provides data valuable in the treatment of the 
patient and in the consideration of compensation 
claims. Unsuspected traumatic lesions of the chest and 
adjoining tissues are not infrequently uncovered by 
admission chest x-rays. Traumatic hernias of the dia- 
phragm may not produce immediate symptoms.” Un- 
suspected contrecoup injuries can be present. 

Trauma to other parts of the body may often be 
suspected or indicated on the basis of intrathoracic 
changes. For example, basilar atelectatic foci might 
reflect injury to intra-abdominal and/or diaphragmatic 
structures. 

Important in Teaching Program in General Hospi- 
tals.—Survey chest x-rays provide the members of the 
house staff with an opportunity to become acquainted 
with the appearance of the average or “normal” chest 
x-ray. These films also provide a necessary check on 
the physical findings of the members of the house and 
attending staffs. From such correlations the house 
staff members learn of the limitations of the various 
forms of examination and the indications for further 
x-ray investigation. 

The routine chest x-ray is an invaluable component 
of the examination of patients in hospitals. Programs 
of making chest x-rays on admission make the hospital 
an educational center for detection, diagnosis, treat- 
ment, and even follow-up." 

Important Routine Hospital Examination.—Chest 
x-ray screening of hospital patients reveals significant 
positive abnormalities in 10 to 15% of patients. It is 
granted that the presence of many of these abnormali- 
ties is suspected, but, in just as large a percentage, 
the severity or extent of disease and/or reactivation 
of previous disease is very often unsuspected. The 
percentage of significant positive findings disclosed 
by admission chest x-ray examination is greater than 
that revealed by any other routine hospital laboratory 
procedure.’ 
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Detection of Tuberculosis —The great strides recent- 
ly made in the treatment of tuberculosis have given 
us a false sense of security and have resulted in er- 
roneous conclusions. Although the death rate from 
tuberculosis has fallen precipitously, the case rate in 
most areas has shown no corresponding or significant 
change. In the state of Wisconsin, for example, there 
has been only a slight decrease in the number of cases 
reported since the advent of therapy with streptomy- 
cin sulfate. 

Pulmonary tuberculosis is found in 1 to 3% of pa- 
tients in general hospitals. This disease accounts for 
about 10 to 15% of the significant positive findings in 
patients admitted to general hospitals. In some locali- 
ties, as in the state of Wisconsin, the percentage of 
previously unsuspected cases of active pulmonary 
tuberculosis found in hospital surveys is low (about 1 
per 1,000 patients examined). Those cases of “healed” 
tuberculosis with unsuspected reactivation are not 
included in this group. If we remember Myers’ ad- 
monition that “tuberculosis is a life-time disease,” 
such cases might be better controlled and improved 
follow-up procedures might be devised. 

Although the danger should not be overemphasized, 
a hazard exists for employees who are in close contact 
with patients with tuberculosis in hospitals and sana- 
toriums. The rate of tuberculosis found among hospi- 
tal patients is 2 to 8 times the rate found in mass 
surveys.” Ill patients entering general hospitals are 
also more likely to have more advanced forms of tu- 
berculosis. Tuberculosis is more frequently overlooked 
in hospital patients over the age of 50 years than in 
those under the age of 40 years.* Myers *° emphasizes 
the necessity of examining the aged—“the neglected 
seed-bed of the tubercle bacillus.” This segment of our 
population might very well account for the sustained 
rate of transmission and case rate of tuberculosis. 
Emphasis on the need for the examination of the older 
segment of the population is timely. It is apropos to 
quote the statistics gathered during a community sur- 
vey in Minneapolis in 1947. Anderson and co-work- 
ers,'' using the life-table method of studying survival, 
showed that the chance of death occurring within four 
years in a patient in whom tuberculosis was detected 
in a survey was | out of 10, whereas the chance of 
death occurring in a patient whose condition was not 
detected by a survey was 1 out of 3. The same statis- 
tics probably apply to hospital surveys. 

Detection of Disease Other Than Tuberculosis.—Dis- 
eases other than tuberculosis are found in 80 to 90% of 
the patients in whom there are significant positive find- 
ings in hospital admission surveys. It is not my intent 
to discuss the wide variety of lesions found in this 
group. A few topics will be discussed briefly. Many 
great-vessel and cardiac abnormalities are found in 
hospital chest x-ray surveys. The presence of some 
or most of these lesions is previously suspected, but 
in many patients the severity of the condition is under- 
estimated. The number of patients in whom heart dis- 
ease is detected is at least four times the number of 
those in whom tuberculosis is found.'* Screening sur- 
veys provide an excellent means of detecting patients 
with heart disease as well as those with tuberculosis. 
The cardiothoracic ratio is an adequate basis for the 
sorting of heart size as shown on 4-by-5-in. roentgeno- 
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grams and probably on smaller sizes as well, accord- 
ing to Jacobs and Nussbaum.'* They claim that the 
use of the cardiothoracic ratio on 14-by-17-in. x-rays 
is of questionable value because too many normal 
variations are also sorted out. 

Diaphragmatic abnormalities and changes in the 
lungs due to atelectasis that are revealed on admission 
x-rays often provide early clues or hints of the pres- 
ence of intra-abdominal disease. On the other hand, I 
have seen patients admitted with diagnoses of intra- 
abdominal disease in whom admission x-rays have 
showed primary intrathoracic disease to be responsible 
for the symptoms. When portions of the upper extrem- 
ities and lower neck are included on admission chest 
minifilms, it is not unusual for unsuspected lesions in 
these areas to be detected. 

The results of chest x-rays surveys for the detection 
of curable cancer of the lung have been disappointing. 
The poor results obtained to date are not attributable 
to the x-ray method but more probably to lack of ap- 
preciation and delineation of the x-ray signs of early 
cancer of the lung. Unfortunately, when the x-ray 
evidence is characteristic, cure is almost impossible. 
Boucot '* has shown that only 10% of proved lung 
cancers detected in surveys occur in asymptomatic 
persons. Our attention, therefore, must be focused on 
asymptomatic patients if we are to make any signifi- 
cant advance in the treatment of this disease. Boucot 
has shown that such surveys vield impressive divi- 
dends when abnormal shadows of any kind are sus- 
pected of indicating carcinoma in men over the age 
of 45. Rigler*’ has pointed out that x-ray evidence 
of lung cancer is present in the average case for more 
than 24 months before the diagnosis is established. It 
is possible to detect the presence of cancer earlier if 
our suspicion is aroused by any unexplained pulmo- 
nary abnormality. 


Summary and Conclusions 


For many reasons routine hospital admission chest 
x-ray examinations should be required and performed 
in all hospitals. There are advantages to the patient and 
hospital personnel resulting from such examinations. 
Such examinations represent an integral part of and 
an advance in up-to-date hospital and medical care. 
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Radiation Protection.—Although the problem of protection from the effects of ionizing radia- 
tion has been with us since the world became aware of the injuries suffered by the pioneers in 
radiology, the focus of concern has shifted from the field of somatic injuries to that of genetic 
injuries. This changed perspective has resulted from a lowered incidence of gross overexposure 
following better understanding of methods of protection; an increase in the number of people 
subjected to radiation exposure as a result of increased medical, industrial, and military use of 
x-rav generators and radioactive materials; and the discovery that genetic injuries can be pro- 
duced by exposure to radiation in amounts well below the so-called maximum tolerance dose. 
The concept of the permissible dose includes the acceptance of a limited degree of genetic 
damage to a limited population so that mankind's genetic stream, though altered, will not be 
overwhelmed by undesirable traits. The amount of damage that is acceptable is a matter of 
specific to man that would indicate what this 
dose should be. It is obvious that efforts to reduce gonadal exposure to radiation should be as 
thorough as practical means will allow.—Major Norman Bolker, M.C., U. S. Army, Radiation 
Protection in the Diagnostic X-Ray Department, United States Armed Forces Medical Journal, 
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HEMOSTASIS AND PREVENTION OF OSTEITIS PUBIS 
IN RETROPUBIC PROSTATECTOMY 


O. A. Nelson, M.D., Seattle 


Osteitis pubis and hemorrhage have discouraged 
many surgeons from performing retropubic prostatec- 
tomy. This situation is unfortunate, for in most in- 
stances the patient recovers more quickly from re- 
moval of a sizable prostate by this operation than 
from a transurethral, perineal, or transvesical prosta- 
tectomy. The purpose of this paper is to describe 
methods that my co-workers and I have found satis- 
factory in dealing with both of these complications. 
The results obtained have indicated that osteitis pubis 
is preventable to the extent that it should not occur 
any more frequently after retropubic prostatectomy 
than after other operations on the lower part of the 
abdomen. Furthermore, with the use of certain tech- 
niques, the loss of blood during and after the operation 
can also be controlled quite satisfactorily. 


Blood Supply to the Prostate 


According to Clegg' the location and number of 
blood vessels supplying the prostate varies in different 
individuals. However, Flocks,* who did extensive re- 
search on the subject, has demonstrated that the main 
arterial blood supply to the prostate comes from 
branches of the inferior vesical artery. Entering at the 
prostaticovesical junction, these branches arborize in 
the capsule and gland. Flocks also states that the mid- 
dle hemorrhoidal and internal pudendal arteries each 
send a few small branches to the inferior segment of 
the prostate. 

Beneventi and Noback* have demonstrated that 
most of the blood in the sinuses of the capsule comes 
from the deep penile veins. The arterial blood in this 
portion of the penis is from the internal pudendal 
arteries. These veins and arteries are located in close 
relation posterior to the pubic arch. Some of the blood 
in the sinuses comes from the pubic veins and ob- 
turator plexus. Venous blood in the loose fat anterior 
to the prostate is from the superficial dorsal veins of 
the penis. 

Hemostasis.—The retropubic procedure for prosta- 
tectomy presents certain problems in hemostasis that 
are nonexistent in other types of prostatectomy. The 
veins and sinuses in the capsule have thin walls, and 
many are too friab!e for ligation except by transfixed 
sutures. If ligatures are placed before the hyperplastic 
tissue has been removed, the stitches are frequently 
loosened when the gland is shelled out and a profuse 
hemorrhage results. It has also been our experience 
that the use of a hemostatic bag after the prostatic 
capsule is incised and sutured is unsatisfactory. 

Bleeding from the sinuses can be reduced by the 
use of pressure on the perineum under the pubic arch, 
which compresses the deep penile veins and the in- 
ternal pudendal arteries. A distensible bag (fig. 1) 
about 3 cm. by 5 cm., attached to a bracket supported 
by the table, is adjusted under the pubic arch and 


Read before the Section on Urology at the 105th Annual 
Meeting of the American Medical Association, Chicago, June 
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* Prostatectomy by the retropubic procedure has the 
advantage that the patient usually recovers more 
quickly than when other approaches are used, but 
surgeons have been reluctant to use it because of re- 
ports of excessive bleeding and subsquent osteitis 
pubis. The hemorrhage can be reduced by attention 
to the vessels coming from the prostaticovesical junc- 
tion above and the penis below. The latter include 
branches from the internal pudendal arteries and 
sinuses related to the deep penile veins; most of these 
are controlled by 20 minutes of pressure on the 
perineum under the pubic arch. Hemmorrhage from 
branches of the inferior vesical artery can be checked 
by placing a forceps astride the prostatic capsule at 
the prostaticovesical junction during the dissection 
and by certain precautions as to ligatures and sutures 
after all the hyperplastic tissue has been removed. 
Osteitis pubis is probably related to the accumulation 
of pent-up serum in the retropubic space. As much as 
200 cc. has been obtained by aspiration in one case. 
Careful drainage is now used to prevent this, with the 
result that no evidence of osteitis pubis has been seen 
after 410 retropubic prostatectomies. 


distended with air. After the interior surface of the 
gland is exposed, the loose fat containing blood ves- 
sels in Retzius’ space is ligated and cut. The capsule 
is incised transversally and the hyperplastic tissue is 
removed. After the pressure has been on the perineum 
for 20 minutes or longer, bleeding from the sinuses is 
usually so slight that only one or two transfixed liga- 
tures are necessary. 

To reduce the flow of arterial blood into the capsule 
and the operative field, a forceps is placed astride the 
capsule at the prostaticovesical junction. After all the 
hyperplastic tissue has been removed from within the 
capsule and the actively bleeding vessels have been 
ligated, the forceps is removed and sutures are placed 
through the wall of the capsule to ligate all the 
branches of the inferior vesical artery. To prevent 
formation of urinary precipitate on the cut ends of the 
suture material, the knot should be tied on the out- 
side of the capsule. The catheter is then placed 
through the urethra and the capsule is closed by 
figure-of-eight sutures of chromic 0 absorbable sur- 
gical suture, after which the bag is distended in the 
bladder. After the tissue drains, which will be de- 
scribed, are placed, the muscle is approximated by 
plain absorbable surgical suture, the fascia by chromic 
absorbable surgical suture, and the skin by silk. 


Cause of Osteitis Pubis 


The cause of osteitis pubis, the fibrosing process of 
the pubic bone, has not been determined definitely. 
Beneventi* did considerable work on the problem 
and concluded that osteitis pubis is not caused by 
either trauma or infection. However, observing the 
work of other surgeons, I have noticed that the pa- 
tients of those surgeons who carefully drained the 
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retropubic space only occasionally had osteitis pubis, 
while the patients of those who used practically no 
drainage had a high incidence of this complication. 
Therefore, it seems likely that the pent-up serum from 
the tissue is a factor in producing osteitis pubis. It is 
also well known that plastic surgeons aspirate pent-up 
tissue Huid to prevent undesired fibrosis. 


Fig. 1.—Diagram showing compression of blood vessels under 
pubic arch. 


We collected the fluid from the retropubic space by 
intermittent suction on the drain after 30 operations. 
The greatest quantity of fluid obtained during the first 
24 hours was 200 cc. From some of the wounds only 
10 or 15 ce. of fluid was collected. Cultures were also 
made of material from the area adjacent to the pros- 
tatic capsule when the drains were removed on the 
sixth postoperative day. One or more pathogenic or- 
ganisms grew on each culture. In vitro, many of these 
organisms were sensitive to the antibiotics with which 
the patient had been treated for six or seven days. 

Drainage.—Believing that adequate drainage is im- 
portant in the prevention of osteitis pubis, we use a 
small split rubber or plastic tube that is pulled inside 
fenestrated Penrose tubing (fig. 2). A drain is placed 
on each side of the prostatic capsule. Both drains are 
brought through a stab wound in the abdominal wall 
and stitched to the skin. These drains are left in place 
six or more days. If the patient's general and nutri- 
tional condition is fairly normal, healing and forma- 
tion of a sinus tract take place within that time. In 
debilitated patients drainage is done for a longer 
period. In some instances drainage of serum from the 
stab wound has continued for three weeks after re- 
moval of the drain. Our method of drainage has been 
used after 410 retropubic prostatectomies, with no evi- 
dence of osteitis pubis. 


Comment 


The technique described does not bring about com- 
plete hemostasis but reduces the loss of blood in most 
instances by several hundred cubic centimeters. Fur- 
ther reduction can be accomplished by various meth- 
ods. The vascularity of the gland and bleeding during 
and after the operation can be reduced by preopera- 
tive vesical drainage, which should be maintained for 
at least five days or longer, depending on the condi- 
tion of the patient. By use of antibiotics to control 
infection, drainage by urethral catheter can almost al- 
ways be maintained and cystostomy avoided. The in- 
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jection of 30 cc. of 1% solution of procaine (Novocain) 
hydrochloride containing 0.5 cc. of vasopressin (Pitres- 
sin) into the prostate reduces bleeding during the op- 
eration. Packing the prostatic cavity with warm moist 
sponges hastens the contraction of the prostatic cap- 
sule and diminishes bleeding. However, to expedite 
the contraction of the prostatic capsule and lessen the 
bleeding, it is important to remove the hyperplastic 
tissue from within the capsule as rapidly and com- 
pletely as possible. 

At the completion of the operation by the technique 
described, the urinary drainage is usually clear, but 
later some bleeding may occur and continue for some 
hours. Nevertheless, postoperative bleeding in our 
patients has definitely been reduced by placing sutures 
through the capsule and ligating the branches of the 
inferior vesical artery. In a few instances moderate 
bleeding has occurred several days postoperatively, 
but no profuse hemorrhage has occurred after com- 
plete ligation of all the arteries as described. 

Before this technique was used, 5% of the retropubic 
prostatectomies we performed were followed by 
hemorrhage necessitating transurethral evacuation of 
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Fig. 2.—Fenestrated Penrose tubing (left) and split rubber 
tubing (center) compose the assembled drain (right) for rctro- 
pubic space. 
clotted blood and coagulation of bleeding vessels. 
Compression of the vessels under the pubic arch re- 
quires special equipment and attention to details, but 
it seems worthwhile. The pressure can also elevate the 
gland to improve the exposure of the operative field 
if that is desired. 

The question has been asked whether this technique 
of hemostasis produces sexual impotency like that 
after perineal prostatectomy. Each of the patients who 
was questioned concerning this reported no particular 
change in potency after this procedure. 
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Summary 


Osteitis pubis and excessive loss of blood have de- 
terred many surgeons from performing retropubic 
prostatectomy. Compressing the arteries and veins 
under the-pubic arch can reduce the bleeding from 
the sinus in the prostatic capsule. The main arteries 
to the prostate can be ligated by sutures through the 
capsule at the prostaticovesical junction. By this tech- 
nique several hundred cubic centimeters of blood can 
be saved in many of these operations. 

From the results obtained, it is believed that pent- 
up tissue fluid is the prime factor in producing osteitis 
pubis. If Retzius’ space is drained by a nonobstruc- 
tible drain for six or more days, osteitis pubis will 
rarely, if ever, occur. Our method of drainage has been 
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used after 410 retropubic prostatectomies. No evidence 
of osteitis pubis has been present in any of these 
patients. 

719 Summit Ave. (4), 
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BENIGN THYMOMA AND 


AGENEFSIS OF ERYTHROCYTES 


Edwin D. Bayrd, M.D. 


Philip E. Bernatz, M.D., Rochester, Minn. 


The association of benign thymic tumor and agen- 
esis of erythrocytes, although it is rare, has been 
noted in possibly 12 instances since 1928 (see table ). 
Seven of these cases have been recorded since 1953. 
Myasthenia gravis has been present on two occasions. 
Myelopoiesis is generally unaffected and platelets are 
usually normal. Reticulocytes are much reduced in 
number or absent. Thymectomy has apparently re- 
sulted in cure of the anemia in two cases, improvement 
in two cases, and failure in two cases of the six cases in 
which it has been performed successfully. One other 
attempt at thymectomy resulted in postoperative 
death. 

Thymic tumor with characteristics of a benign thy- 
moma found at autopsy in a 62-year-old woman with 
“Biermer’s anemia” was reported in 1928 by Matras 
and Priesel.' No details regarding the anemia were 
presented. In 1934, Opsahl * found a thymic tumor in 
association with generalized aplasia in a 56-year-old 
man with myasthenia gravis. Opsahl considered the 
tumor malignant, but from the description and course 
of the disease others considered the tumor benign. The 
patient reported on by Radojevic and Hahn®* had 
generalized aplasia of the marrow in association with 
a cystic fibrous tumor of the thymus. The findings 
were made at autopsy. Roentgen-ray therapy had been 
given to the thymus prior to the patient's death. 
Davidsohn * in 1941 reported clinical and autopsy find- 
ings in a 58-year-old woman with severe anemia, 
aplastic erythrogenesis, and benign thymic tumor that 
he classified as “lympho-epithelioma.” 

Humphreys and Southworth ° first gave meaning to 
this syndrome in 1945 when they reported that com- 
plete cure of severe anemia associated with hemo- 
globin values as low as 1.5 gm. per 100 cc. of blood 
followed surgical removal of a benign thymic tumor. 


From the Section of Medicine (Dr. Bayrd) and the Section 
of Surgery (Dr. Bernatz), Mayo Clinic and Mayo Foundation. 
The Mayo Foundation is a part of the Graduate School of the 
University of Minnesota. 


© At least 12 instances of benign thymic tumor as- 
sociated with agenesis of erythrocytes have been 
noted since 1928. Six of these patients have had 
thymectomy, resulting in apparent cures for two, im- 
provement for two others, and failure in the last two. 
At Mayo Clinic two additional patients showing this 
particular syndrome received thymectomy with no evi- 
dent benefit after surgery. There still exists, however, 
a definite relation between the suppression of erythro- 
genesis in the presence of benign thymoma, although 
the exact mechanism causing the anemia is unknown. 
With the occasional exception of the use of thy- 
mectomy, splenectomy, transfusions, and the admin- 
istration of corticotropin and cortisone, treatment has 
been futile. 


— 


Then, after a lapse of eight years, the observation of 
seven additional cases was made. Of these patients, 
one was cured by thymectomy,” two were benefited by 
this operation’ when, in addition, splenectomy and 
steroid therapy were employed, and two failed to re- 
spond to the operation.” In Weinbaum and Thomp- 
son's * case, reported in July, 1955, the patient also 
had myasthenia gravis. The diagnosis was made at 
autopsy. An operation was not performed. Agamma- 
globulinemia, severe leukopenia, and splenomegaly 
were noted in addition to red-cell hypoplasia and 
thymoma in the case of Ramos and Loeb.'® Their pa- 
tient, aged 77 years, had thymectomy but died within 
the first 24 hours postoperatively. Reports of two new 
cases of this disease entity follow. 


Report of Cases 


Case 1.—A 68-year-old man who was admitted to the Mayo 
Clinic in mid-November, 1955, had been in apparent good 
health until three months previously, when a “fungous infection” 
of the feet and crural areas developed. This was treated by a 
dermatologist with roentgen rays and undecylenic acid with 
good effect. However, 10 days to 2 weeks later, the patient 
noted exertional dyspnea while attempting to walk six blocks 
to the physician’s office. Examination had revealed anemia, with 
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an erythrocyte count of 1,250,000 per cubic millimeter of blood. 
At that time the blood and bone marrow were studied; the 
thorax, stomach, and colon were examined roentgenographically 
and blood (seven units), Roncovite (combination of cobaltous 
chloride and ferrous sulfate), and cortisone acetate were ad- 
ministered. Angiocardiography was performed and exploration 
of a thoracic tumor advised. There had been no loss of weight. 
The principal symptoms continued to be exertional dyspnea and 
fatigability. The patient came to this institution for confirmation 
of the diagnosis and treatment. 

On physical examination the principal finding was pallor. 
Blood pressure level, pulse rate, and temperature were normal. 
The liver and spleen were not palpable. There were no enlarged 
lymph nodes. A rash was still noticeable on the legs and crural 
area. A potassium-hydroxide test for fungi gave positive results, 
and dermatologists confirmed the earlier diagnosis of tinea 
pedis and tinea corporis. 

Laboratory studies disclosed a value of 7.7 gm. of hemoglobin 
per 100 cc. of blood, an erythrocyte count of 2,530,000, and a 
leukocyte count of 8,400 per cubic millimeter of blood. The 
differential leukocyte count was 34.5% lymphocytes, 6.5% mono- 
cytes, 50.0% neutrophils, and 9.0% eosinophils. No reticulocytes 
were noted on this or subsequent occasions. Platelets numbered 


Summary of Fourteen Reported Cases in Which a Benign 
Thymic Tumor Was Associated with Agenesis of Erythrocytes 


Myas- 
thenia 
Author Date Age Sex Gravis Comment 
Matras and Priesel? 1928 62 F No Died; ‘pernicious anemia” 
and thymie tumor 
Opsahl? 1934 56 M Yes Died: reported as thymie 


carcinoma 

Radojevie and Hahn*® = 1935 20 M No Died: generalized aplasia, 
eystic, fibrous tumor of 
thymus (postradiation) 

Davidsohn‘t 1941 58 F No Died: aplastie erythrogen- 
esis, benign thymie tumor 
at autopsy 

Humphreys and 1945 58 F No Complete recovery from 


Southworth severe anemia after thym- 
ectomy 

Chediak and others® 1953 47 M No Anemia cured after thym- 
ectomy 

Chalmers and 1954 45 M Yes Thymoma excised: anemia 

Boheimer’ 1954 52 No subsided, later splenecto- 


my and steroid therapy 


F 

1954 44 F No Unimproved by thymecto- 

Ross and others® my 

F No Unimproved by thymecto- 

Weinbaum and 1955 78 F Yes Died with thrombocyto- 
Thompson penia 

Ramos and Loeb!® 1956 77 M No. Died postoperatively: also 


had granulocytopenia and 
agammaglobulinemia 


oe 68 M No No benefit from thymee- 

Bayrd and Bernatz* tomy 

1956 58 M No No benefit from thymee- 
tomy 


* Present report. 


255,000 per cubic millimeter (high-normal count for our labora- 
tory ). The sedimentation rate was 117 mm. in one hour ( West- 
ergren method). Routine urinalysis gave completely negative 
results, as did a serologic test for syphilis. 

Roentgenograms of the thorax showed a discrete tumor in the 
anterior mediastinum (fig. 1). A provocative test for myasthenia 
gravis with curare gave negative results. Sternal aspiration re- 
vealed a marrow of moderate cellularity with essentially normal 
myelopoiesis and megakaryocytes (fig. 2). Nucleated erythroid 
cells were not seen even after prolonged search by several exam- 
iners. Small, dark, lymphoid cells were noted, as well as eosin- 
ophilia of mild degree. Biopsy of lymph nodes from the left 
supraclavicular space gave negative results. 

The mediastinal tumor was removed Dec. 2, 1955. It was 
well circumscribed and easily shelled out. Examination of the 
contents of the left side of the thorax gave otherwise negative 
results. The results of exploration of the upper part of the ab- 
domen through an opening in the diaphragm were likewise 
negative. The spleen was normal to palpation. The pathologist 
reported that the tumor was an encapsulated, lobulated thymoma 
of the small cell type, measuring 8 by 7 by 4.5 cm. 

Convalescence was not remarkable. The patient was released 
from the hospital on the 11th postoperative day and discharged 
from the clinic 5 days later. No reticulocyte response whatsoever 
was noticed during this time. Leukocytes and platelets remained 


the same. With transfusions, the hemoglobin level at the time of 
dismissal was 10.2 gm. per 100 cc. A follow-up report from the 
patient’s physician five months later revealed that anemia was 
still present and that blood transfusion was required at regular 
intervals. 


Fic. 1.—Roentgenogram showing tumor in anterior medias- 
tinum extending into area of left hilus in anteroposterior view, 
a. Lateral view shows it is in anterior mediastinum, b. 


This case appears to be a pure type, with severe 
refractory anemia and complete absence of reticulo- 
cytes but with normal leukocytes and platelets. The 
marrow findings, namely, selective absence of red- 
blood-cell precursors, normal myelopoiesis and mega- 
karyocytes, mild eosinophilia, and increased number 
of small lymphoid cells, are wholly in keeping with 
those previously observed. Failure to elicit immediate 
reticulocytosis postoperatively appeared to presage 
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Fic. 2.—Photomicrograph showing small dark cells that are 
lymphoid cells. No nucleated red blood cells were observed 
(Wright’s stain; x 600). 


failure of the anemia to respond to thymectomy, which 
unfortunately, has proved to be so, as transfusions 
alone have sustained this patient during the five- 
month period that has elapsed to date of writing. 
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Case 2.—A 58-year-old man was admitted to the Mayo Clinic 
for the first time in April, 1952. Two months prior to admission 
he had experienced intermittent claudication, weakness, pallor, 
and dyspnea and was found by his physician to have an erythro- 
cyte count of 1,600,000 per cubic millimeter of blood and 4.3 
gm. of hemoglobin per LOO cc. of blood. He was given two 500- 
ce. units of blood, with appreciable subjective improvement. In 
addition, he received iron orally and liver extract parenterally. 

Six years previously, roentgenographic examination of the 
thorax had disclosed a tumor that was thought to be an aneu- 
rysm. Since that time the patient had avoided hard physical 
work. The physical findings at the time of admission were not 
remarkable except for palior. There had been no loss of weight. 
The blood pressure level was normal. 

The value for hemoglobin was 6 gm. per LOO cc., and the 
erythrocytes numbered 2,040,000 per cubic millimeter. Leuko- 
cytes were normal and numbered 6,200. The differential count 
was 44.5% lymphocytes, 6.5% monocytes, and 49.0% neutrophils. 
There were 0.3% reticulocytes, and the platelet count was 70,000 
per cubic millimeter. Smears of the peripheral blood showed 
moderately increased rouleau formation and a normocytic, nor- 
mochromic picture, with mild thrombocytopenia and lympho- 
cytosis. An erythrocyte sedimentation rate of 75 mm. in one 
hour ( Westergren) was recorded. The values for blood urea and 
serum bilirubin were normal. Studies of the gastric contents 
after a test meal showed the presence of free hydrochloric acid. 
Urinalysis gave negative results. 

Roentgenograins of the thorax revealed a well-circumscribed 
mass in the anterior mediastinum beneath the sternum and 
projecting into the left side of the thorax (fig. 3). Smears on 
sternal aspiration were found to show very active myelopoiesis 
associated with a most unusual absence of erythropoiesis ( fig. 4). 
No normoblasts were noted. Megakaryocytes were present but 
few in number. Fixed sections showed a slight reduction in cellu- 
larity, with cellular components in accord with those noted on 
smear preparations, except that megakaryocytes were believed 
adequate in number. However, many were large and had pyk- 
notic nuclei. 

The mediastinal tumor was thought most likely to be a tera- 
toma or a thymoma. However, because of the severe anemia 
present, it was decided that a course of steroid therapy should 
be tried before resection for the mediastinal tumor should be 
undertaken. 

When the patient returned seven months later, his condition 
was essentially unchanged. During the interim he had received 
15 500-ce. units of blood. Cortisone had not appreciably altered 
the course of his discase, although he thought it had helped. The 
physical findings were again negative except for the presence of 
pallor. No lymph nodes were palpable. The spleen was not en- 
larged- 


Fic, 3.—Roentgenograms showing that appearance of this 
mediastinal tumor is much like that in figure 1. 


At that time the value for hemoglobin was 8.4 gm. per 100 
cc., the erythrocytes numbered 2,520,000, and the leukocytes 
numbered 6,800 per cubic millimeter. The differential leukocyte 
count showed 47.0% lymphocytes, 5.5% monocytes, 47% neutro- 
phils, and 0.5% eosinophils. Reticulocytes made up 0.1% of the 
erythrocytes. The platelets were essentially unchanged, at 
69,000 per cubic millimeter. The appearance of smears of the 
peripheral blood was unaltered. Bleeding time and coagulation 
time were normal. 


BENIGN THYMOMA—BAYRD AND BERNATZ 725 


The bone-marrow aspirate was interpreted as showing no 
remarkable change. Myelopoiesis was considered to be normal 
but with a slight increase in numbers of eosinophils. Megakary- 
ocytes may have been slightly reduced in number. Nucleated 
erythrocytes were virtually absent. Roentgenograms of the thorax 
showed an increase in the size of the mediastinal tumor. Surgical 
removal was recommended. The patient demurred, however, 
and returned home to follow a conservative program. 


Fic. 4.—Photomicrograph with no nucleated red-blood-cell 
precursors noted. Small, dark, lymphoid cells can be seen. 
Megakaryocytes were observed infrequently (Wright’s stain; x 
600). 


A report from the patient’s physician (Dr. G. E. DeCicco, 
Youngstown, Ohio) in January, 1956, revealed that the patient 
had undergone an operation in the winter of 1953-1954 at 
which a thymoma had been removed. There was no improve- 
ment in his hematological status after the operation, and at 
this writing he was requiring 500 cc. of whole blood every 
8 to 10 days. A plastic bag or special silicone transfusion 
flasks and tubing were used to preserve platelets, and it was 
stated that it was thus possible to keep platelets at a_suffi- 
ciently high level to prevent hemorrhage. The patient was show- 
ing evidence of hemosiderosis and his condition was slowly go- 
ing downhill, but he had declined to undergo splenectomy. 

The marrow in this case revealed the same striking 
agenesis of red-blood-cell precursors as in the pre- 
ceding case, along with eosinophilia of mild degree 
and the presence of small, dark, lymphoid cells. This 
patient's anemia also failed to respond to thymectomy. 
However, from the beginning the number of platelets, 
too, was reduced, and purpura ultimately became a 
clinical problem. 


Comment 


The relationship of benign thymoma and suppres- 
sion of erythrogenesis is not a chance one. This has 
been rather well shown by response to thymectomy in 
certain cases and by the increasing frequency of re- 
ports of association of these conditions in recent years. 
Thymic tumor was known to have antedated the de- 
velopment of anemia in five cases (Chalmers and 
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Boheimer,’ Humphreys and Southworth,’ case 1 of 
Ross and associates,” Ramos and Loeb,'’ and case 2 of 
the present report). This and the occasional salutory 
effect of thymectomy suggest that the basic fault lies 
in or is mediated through the thymus and not in the 
anemia or a common etiological factor. The mechanism 
of the anemia and the nature of this relationship have 
been discussed '' but remain an enigma. 

Clinical manifestations are principally those of 
severe anemia, exertional dyspnea, weakness, pallor, 
palpitation, intermittent claudication, and so forth, un- 
less myasthenia gravis is also present. Lymph nodes 
are small and unimpressive, and biopsy of them in 
three cases has been unrewarding. The spleen may be 
enlarged (it weighed 400, 450, and 730 gm., respec- 
tively, in three cases), but usually it is not palpable. 
Splenomegaly (440 gm.) was also noted in Davidsohn’s 
case * at autopsy, but this followed bacterial endo- 
carditis and 75 transfusions. Purpura has been ob- 
served in two cases. 

Anemia is severe. The average of eight reported 
values for hemoglobin was 4.2 gm. per 100 cc. on 
admission, while the lowest recorded was 1.5 gm. 
Reticulocytes are greatly reduced in number and often 
are completely absent. The number of leukocytes and 
platelets is normal as a rule; however, it would appear 
that both may be reduced at times, as granulocytopenia 
has been observed on three occasions and thrombocy- 
topenia on four. The sedimentation rate is often ele- 
vated, with rates as high as 50 mm. in one hour 
(Wintrobe method) and 160 mm. in one hour ( West- 
ergren method). 

Agammaglobulinemia was noted in the case re- 
ported by Ramos and Loeb,'” which was further dis- 
tinguished by a leukopenia more severe than the 
anemia, normal numbers of reticulocytes in the periph- 
eral blood, and a_ hypoplastic but not aplastic 
erythroid series in the bone marrow. Perhaps the 
neutropenia and cellular granulocytic marrow were 
attributable more to splenomegaly (730 gm.) than to 
the thymoma. 

Examination of the bone marrow has revealed con- 
sistently depressed erythrogenesis. In seven cases, nu- 
cleated erythroid cells were completely or very nearly 
completely absent. In five other cases in which infor- 
mation is available the marrow showed appreciable to 
marked decrease in red-blood-cell precursors. Pro- 
longed searching of the marrow in the two cases 
herein reported failed to reveal a single nucleated 
erythrocyte. Conversely, myelopoiesis and megak.ry- 
ocytopoiesis appear as a rule to be ample or in- 
creased. Eosinophilia has been noted, as has a slight 
increase in plasma cells. More interesting to speculate 
about is the significance of “small, dark lymphoid 
cells” in the two cases of Chalmers and Boheimer ‘ and 
the two cases herein reported. They were not men- 
tioned by Ross and associates * but appear to be pres- 
ent in illustrations of bone-marrow smears. These cells 
may also conform to “scattered pyknotic nuclei—whose 
cellular origin could not be identified” in the case of 
Weinbaum and Thompson.’ It is of additional interest 
to recall that similar or identical cells, referred to as 
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hematogones, have been seen in the bone marrow in 
congenital aregenerative anemia, at an age when the 
thymus is at least morphologically prominent. 

Therapy has included splenectomy, thymectomy, 
and transfusions and the administration of crude and 
refined liver extract, Valentine’s liver extract, papain 
digest of liver, iron, folic acid, cyanocobalamin (vita- 
min B,.), cobaitous chloride, pentnucleotide, vitamins, 
estrogens, corticotropin and cortisone. With the occa- 
sional exception of the use of splenectomy, thy- 
mectomy, and transfusions and the administration of 
corticotropin and cortisone, treatment has been futile. 

The administration of steroids alone in doses as high 
as 100 mg. of cortisone a day for 56 days has done 
nothing to correct the anemia.” However, when em- 
ployed by Chalmers and Boheimer’ after both thy- 
mectomy and splenectomy, these drugs seemed to have 
been of indisputable benefit. 

Splenectomy has been associated with amelioration 
of thrombocytopenia, granulocytopenia, and hemoly- 
sis in this syndrome even as it has been in less com- 
plex situations. Apparently it was also of value after 
thymectomy in both of Chalmers and Boheimer’s 
cases. 

Thymectomy alone has resulted in complete restitu- 
tion of marrow and blood to normal in two cases.'* 
One patient was a woman, the other a man, and one 
had hypoplasia while the other had severe red-blood- 
cell aplasia. Two other patients were at least somewhat 
benefited by thymectomy and ultimately rehabilitated 
by subsequent splenectomy and steroid therapy. When 
all else fails, life may be prolonged for some years 
with blood transfusions, although in time hemosider- 
osis and hemochromatosis will ensue. 


Summary 


To 12 previously reported cases of thymic tumor 
and anemia found in the literature, 2 new cases have 
been added. The tendency to selective severe suppres- 
sion of erythrogenesis in this syndrome was again 
noted. In addition granulocytopenia developed in three 
cases and thrombocytopenia in four. Splenomegaly 
was found in three patients and ag globulinemi 
in one. Typically the bone-marrow examination re- 
vealed few or no precursors of erythrocytes. Myelo- 
poiesis and megakaryocytes were usually ample, and 
“small, dark lymphoid cells” were also observed. 

Treatment, effective in four cases, consisted of 
thymectomy or a combination of thymectomy, splen- 
ectomy, and steroid administration. In other cases, 
when such treatment was unavailing, blood transfu- 
sions at regular intervals have provided palliation for 
as long as several years. 
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EFFECT OF HEPARIN ON LIPEMIA-INDUCED ANGINA PECTORIS 


Peter T. Kuo, M.D. 


an 
Claude R. Joyner Jr., M.D., Philadelphia 


In a controlled series of experiments, we recently 
observed that a slow intravenous injection of 15 to 20 
ml. of 10% sesame oil emulsion produced a drop in 
the oxygen tension and a decrease in the amplitude of 
myocardial contraction in a group of dogs in which a 
myocardial infarction had been produced by ligation 
of a branch of the left coronary artery.’ Subsequently, 
in a series of clinical investigations we demonstrated 
that postprandial lipemia may induce attacks of angina 
pectoris in a small number of patients with severe 
coronary artery disease.’ It has been shown that in- 
travenous injection of small doses of heparin sodium 
quickly “clears” the turbidity of lipemic plasma and 
abolishes alimentary lipemia.” Hence, the present 
study was made to determine whether the antilipemic 
effect of heparin is capable of providing relief to pa- 
tients suffering from lipemia-induced angina pectoris. 


Method of Investigation 


The present report deals with the study of seven 
patients with severe coronary heart disease, old myo- 
cardial infarction, and angina pectoris from the wards 
and clinics of the Hospital of the University of Penn- 
svlvania. Two of these seven patients have arterial 
hypertension in addition to the coronary artery disease. 
Electrocardiograms of all seven patients were ab- 
normal and showed characteristic patterns of old myo- 
cardial infarction and left ventricular abnormality. 

Lipemia was induced in each of these seven patients 
by a fatty meal of heavy cream, as described in a pre- 
vious report.’ Control electrocardiograms, ballisto- 
cardiograms, and pneumograms were made and a 
fasting blood sample was taken from each of the pa- 
tients immediately prior to the administration of the 
test meal. After the meal, the patient remained at rest 
in the laboratory. A second blood sample was taken 
with the onset of anginal pain. Continuous recordings 
of the respiration, the lead 2 electrocardiogram, and 
the ballistocardiogram were made throughout the 
whole period of the attack. An intravenous injection 
of 2 to 5 cc. of saline solution or 5 to 25 mg. of heparin 
was given at intervals varying from 5 to 15 minutes 


From the Edward B. Robinette Foundation, Medical Clinics, 
Hospital of the University of Pennsylvania. During the course 
of this study, Dr. Kuo was a Research Fellow and an Estab- 
lished Investigator, American Heart Association. 

Read in part before the Regional Meeting of the American 
College of Physicians, Philadelphia, Jan. 27, 1956. 


¢ Seven patients with severe coronary heart disease, 
old myocardial infarction, and angina pectoris in- 
gested a fatty meal with heavy cream for the purpose 
of inducing acute anginal attacks. Nineteen attacks 
were induced in this way after latent periods ranging 
from five to five and a half hours. Within 15 minutes 
after the onset of pain the patient received an in- 
travenous injection of a solution either of sodium 
chloride or of heparin (5 to 25 mg.). The patients did 
not know which substance they were receiving. The 
sodium chloride did not afford subjective relief in any 
of the four cases in which it was used, and it had to be 
followed by an intravenous injection of heparin to 
terminate the attack. The heparin afforded subjective 
relief within 10 minutes in 14 of the 15 cases in which 
it was given. Glyceryl trinitrate afforded prompt sub- 
jective relief in four other attacks similarly induced. 
Objective evidence of relief was seen in ballisto- 
cardiograms, electrocardiograms, and pneumograms. 
Studies of the blood showed that the heparin abated 
the postprandial lipemia as measured by the turbidity 
of the plasma, the concentration of neutral fat in the 
serum, and the paper electrophoretic lipoprotein pat- 
terns. It is recommended that dietary fat restriction, 
with or without administration of an antilipemic agent, 
be considered in the management of patients of this 
type. 


after the onset of anginal pain in each patient, ac- 
cording to the severity of the attack and the general 
condition of the patient. Electrocardiographic, bal- 
listocardiographic, and pneumographic determinations 
were recorded at frequent intervals after the heparin 
injection. A third blood sample was taken from 15 to 
20 minutes after the intravenous injection of heparin. 
Plasma lactescence was determined by means of a 
Coleman junior spectrophotometer, with a red filter 
(650 mp) used for all readings. Serum cholesterol, phos- 
pholipid, and total esterified fatty acids were analyzed 
by the methods of Abell and associates,* Zilversmit 
and Davis,” and Stern and Shapiro" respectively. 
Serum lipoprotein patterns were obtained by paper 
electrophoresis according to the technique of Grass- 
mann and Hannig,’ as modified by Von Frijtag Drabbe 
and Reinhold.* Lipid determination of all the samples 
taken after the injection of heparin was carried out 
within one hour after the blood samples were drawn. 
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A high-frequency Starr-type ballistocardiograph was 
used for this study. The lead 2 electrocardiogram and 
the pneumogram were recorded simultaneously with 
the ballistocardiogram by a Sanborn direct-writing 
Poly-Viso recorder. 

Results 


Effect of Intravenously Given Heparin on Lipemia- 
Induced Angina Pectoris.—Fifteen attacks of angina 
pectoris were induced in seven selected patients five 
to five and a half hours after the ingestion of the fatty 
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Fig. 1.—Serial changes in ballistocardiogram, lead 2 electro- 
cardiogram, and pneumogram from patient with coronary heart 
disease, old myocardial infarction, and angina pectoris. A, trac- 
ings obtained with patient in fasting state. Ballistocardiogram is 
quite abnormal. B and C, progressive deterioration of ballisto- 
cardiogram three and five hours, respectively, after ingestion of 
fat. D, tracings obtained during anginal pain, occurring five 
hours after fat ingestion, showing labored respiration, increase in 
heart rate, and bizarre ballistocardiogram dominated by respira- 
tory movements. E and F, tracings taken 5 and 10 minutes, 
respectively, after injection of heparin, illustrating return of 
graphic changes toward control (fasting ) level. 


meal. Intravenous injection of 5 to 25 mg. of heparin 
without the knowledge of the patient completely re- 
lieved the anginal pain on 14 occasions in from 5 to 10 
minutes, irrespective of the duration of the pain prior 
to injection. Subjectively, the tightness in the chest and 
difficulty in breathing generally began to ease up 
within 2 to 3 minutes, while definite improvements in 
the ballistocardiogram and pneumogram were ob- 
served from 5 to 10 minutes after the injection. The 
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characteristic electrocardiographic pattern of acute 
myocardial ischemia was noted on only three occa- 
sions, although tachycardia and minor changes in the 
amplitude of the T waves were observed in all of 
these patients during the anginal attack. The RS-T 
segment and T-wave depressions in the electrocardio- 
gram disappeared slowly after intravenous injection 
of heparin. In two patients the acute ischemic pattern 
lasted for 15 and 18 minutes respectively. The remain- 
ing one patient had a prolonged bout of substernal 
distress. His electrocardiographic abnormality per- 
sisted for more than an hour despite the injection of 
heparin and the subsequent administration of glyceryl 
trinitrate (nitroglycerin). 

For control study, 2 to 5 ml. of isotonic sodium 
chloride solution was given to each of four patients 
at the onset of the anginal attack. Continuous elec- 
trocardiographic, ballistocardiographic, and pneumo- 
graphic determinations were made during the whole 
period. Preparations were made to terminate an at- 
tack immediately if necessary. No subjective or ob- 
jective improvement was observed in five or more 
minutes. All these episodes were subsequently con- 
trolled by intravenous injection of heparin. 

Figure 1 shows serial changes in the ballistocardio- 
gram, lead 2 electrocardiogram, and pneumogram of 
a 59-year-old female patient with severe coronary 
heart disease, old myocardial infarction, and angina 
pectoris. Tracings taken when she was in the fasting 
state (fig. 1A) show a very abnormal ballistocardio- 
gram, with small systolic ballistic complexes, a short I 
wave, and a prominent K and large diastolic waves; 
there were quiet respiratory movements. Three hours 
after the fatty meal (fig. 1B), the ballistic complexes 
became quite irregular and very low in amplitude. 
Groups of gross respiratory vibrations were noted in 
the ballistocardiogram. Her respiration increased in 
depth and frequency five hours after the meal (fig. LC). 
Half an hour after this record was taken, the patient 
developed angina pectoris while resting on the bal- 
listocardiograph table. The record (fig. 1D) shows an 
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Fig. 2.—Electrocardiograms obtained in patient with coronary 
heart disease, A, during attack of anginal pain five hours after 
fatty meal and, B, 15 minutes after intravenous injection of 
heparin. 


increase in cardiac rate, rapid and labored respirations, 
and a totally disorganized ballistocardiogram with 
groups of artifacts produced by heavy breathing. The 
tightness in the chest and “difficulty” in breathing be- 
gan to ease off two to three minutes after heparin was 
injected. Definite objective improvement in the respi- 
ration was recorded five minutes after the injection 
(fig. 1E). Ten minutes after heparin had been injected, 
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the patient was completely comfortable and all the 
vital signs had returned to their control-period status 
(fig. 1F). 

Figure 2 shows that intravenously given heparin can 
apparently improve the electrocardiographic abnor- 
malities in a patient suffering from an attack of post- 
absorptive angina pectoris. Five hours after fat inges- 
tion, this 42-year-old female patient with essential 
familial hypercholesterolemia, old myocardial infarc- 
tion, and severe angina pectoris developed a fairly 
characteristic electrocardiographic pattern of acute 
myocardial ischemia with the onset of anginal pain 
(fig. 2A). Heparin, 25 mg. given intravenously, quickly 
relieved her of the subjective symptoms. However, it 
took 15 minutes for the tachycardia to subside and for 
the RS-T segments and T waves to return to their 
original levels (fig. 2B). 

Effect of Glyceryl Trinitrate on Lipemia-Induced 
Angina Pectoris.—On four occasions, administration of 
glyceryl trinitrate promptly relieved the patients of 
the lipemia-induced angina pectoris and reverted the 
respiration and _ ballistocardiogram to the control 
status. A recurrence of the anginal pain was observed 
in one of these four trials. The objective findings ob- 
tained in this 39-year-old female patient with hyper- 
lipemia and coronary heart disease and angina pectoris 
are shown in figure 3. Five hours after the meal, the 
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Fig. 3.—A, lead 2 and 
pneumogram of patient with coronary heart disease during an- 
ginal pain occurring five hours after ingestion of fat. B, tracing 
made three minutes after administration of glyceryl trinitrate 
(nitroglycerin ), showing effect on anginal pain. C, recurrence of 
anginal pain 35 minutes after administration of glyceryl trinitrate. 
D, tracing made six minutes after intravenous injection of heparin. 


patient developed anginal pain together with a dis- 
organized ballistocardiogram and exaggerated respira- 
tory movements (fig. 3A). Three minutes after admin- 
istration of glyceryl trinitrate, her breathing became 
quiet and slow and her ballistocardiogram improved 
greatly (fig. 3B). The patient suffered a recurrence of 
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the anginal pain about 35 minutes after taking glyc- 
ery] trinitrate. Her ballistocardiogram deteriorated 
rapidly. Again, her respirations were fast and deep, 
and there was a further increase in her heart rate (fig. 
3C ). She experienced subjective improvement of her 
symptoms soon after a dose of 10 mg. of heparin was 
given intravenously. In five minutes, the pneumogram 
and ballistocardiogram returned toward normal, while 
her heart rate continued to be rapid (fig. 3D ). 
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Fig. 4.—Average plasma turbidity (solid line ) and total esteri- 
fied serum fatty acid (neutral fat) content (dotted line) during 
fasting, five to five and a half hours after fatty meal, and after 
administration of heparin in 15 studies on seven patients, 


Effect of Fat Ingestion and Heparin Administration 
on the Serum Lipids.—When these seven patients were 
in the fasting state, their serum cholesterol levels 
varied from 200 to 572 mg. per 100 cc., with an av- 
erage of 287 mg. per 100 cc. Their serum phospholipid 
levels ranged between 215 and 483 mg. per 100 cc., 
averaging 278 mg. per 100 cc. The values did not 
change significantly after either fat ingestion or in- 
travenous administration of heparin. On the other 
hand, the plasma lactescence and the serum total 
esterified fatty acid values showed marked changes in 
all of these patients during the postabsorptive period 
both before and after intravenous administration of 
heparin. 

Figure 4 gives a graphic presentation of the av- 
erage plasma turbidity and serum total esterified fatty 
acid values of this series of patients while they were 
fasting, five to five and a half hours after fat ingestion, 
and after injection of heparin. Five to five and a half 
hours after fat ingestion, both the plasma turbidity 
readings and the serum fatty acid content had risen 
sharply from their respective slightly elevated fasting 
levels. From 5 to 25 mg. of heparin given intravenous- 
ly at the height of the postabsorptive lipemia resulted 
in a precipitous drop of the values of both serum 
fatty acids and plasma lactescence. No significant 
change in any of the blood lipids was observed on 
four occasions following administration of glyceryl 
trinitrate. 
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Figure 5 gives an example of the paper electro- 
phoretic lipoprotein patterns obtained from this series 
of patients. The fasting, postabsorptive, and post- 
heparin curves of this 43-year-old patient with athero- 
sclerosis show a relatively broad and tall beta zone 
and a rather small alpha lipoprotein zone. After fat 
ingestion, a prominent neutral fat zone can be identi- 
fied to the right of the beta peak, trailing back to the 
line of application. In addition, the beta zone shows a 
slight increase in size. Intravenous administration of 
heparin caused a shift of all the lipid zones toward 
the anodal direction and a decrease of the size of all 
the lipid zones. The changes of neutral fat zone with 
heparin, however, were particularly prominent. 

In brief, heparin given intravenously to these pa- 
tients during the height of their postprandial lipemia 
promptly reduces the neutral fat particles (chylomi- 
crons) in the circulating blood stream, as shown by 
plasma turbidity, serum total esterified fatty acid, and 
electrophoretic studies. The drug does not influence 
serum cholesterol and phospholipid levels. 
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Fig. 5.—Paper electrophoretic serum lipoprotein patterns in 
patient with coronary heart disease and angina pectoris. After 
fat ingestion, beta lipoprotein zone increases in size and promi- 
nent neutral fat zone appears to right of beta zone. After admin- 
istration of heparin, lipid zones show decrease in size and increase 
in anodal migration. 


Comment 


In the present study it is shown that both heparin 
and glyceryl trinitrate are effective in controlling the 
symptoms and signs of lipemia-induced angina pec- 
toris. The beneficial effect of the glyceryl trinitrate is 
generally attributed to coronary vasodilatation, with 
reduction in cardiac load or myocardial metabolic 
alteration as possible contributing factors. With hepa- 
rin, a similar result—improved myocardial oxygenation 
—is evidently accomplished by changes in the concen- 
tration and the physical state of the plasma chylomi- 
crons. 

Graham and his associates" first reported that bi- 
weekly parenteral administration of heparin resulted 
in a dramatic decrease in requirement of glyceryl 
trinitrate in a significant number of patients with 
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angina pectoris. This was later confirmed by Engel- 
berg.'® On the other hand, several other groups of 
investigators have since reassessed the clinical value 
of the drug and have reported it to be ineffective in 
the treatment of angina pectoris.'' We are not con- 
cerned here with the use of heparin in the long-term 
treatment of angina pectoris and coronary athero- 
sclerosis in general. 

The present study deals with angina pectoris in- 
duced by hyperlipemia and with the use of heparin 
as a specific therapy for it. Heparin may have no 
comparable benefit in the relief of acute angina pec- 
toris induced by exercise, emotion, or other precipitat- 
ing factors. Long-term administration of heparin might 
be effective in reducing anginal seizures in those in 
whom postprandial lipemia is often a precipitating 
factor and ineffective in individuals whose attacks are 
induced by other mechanisms. The conflicting reports 
on the value of heparin may be partly explained by 
differences in the patient material studied by the 
various investigators. 

Except in an occasional patient, dyspnea is usually 
absent during the attack of effort angina. In this study, 
however, an increase in the rate and depth of respira- 
tion has been demonstrated during every attack of 
lipemia-induced angina. These respiratory changes 
strongly suggest that the postabsorptive angina might 
have a different mechanism of production from the 
usual variety. A study of the effect of lipemia on pul- 
monary circulation may provide a better understand- 
ing of dyspnea in this particular tvpe of angina pec- 
toris. 

The serial ballistocardiograms shown in figure 1A, 
B, and C appear to indicate that there is a progressive 
deterioration of the systolic ballistic complexes with 
the rising concentration of the neutral fat content in 
the circulating blood stream. The ballistocardiographic 
finding is in accord with our observation that in dogs 
the amplitude of myocardial contraction decreases 
with progressive increments of intravenous fat injec- 
tion.’ Comparable significant changes in the hour-to- 
hour postprandial ballistocardiographic tracings were 
not observed in the majority of our patients before the 
onset of anginal pain. However, the ballistocardio- 
grams were generally bizarre, even in the fasting 
state, so that it was difficult to be sure of changes un- 
less marked deterioration of all ballistic complexes 
occurred. 

The present study presents further evidence that 
postabsorptive lipemia can adversely affect patients 
with coronary heart disease with angina pectoris. 
Rapid lowering of the concentration of triglyceride 
particles in the blood stream by heparin can relieve 
the symptoms and signs of acute myocardial ischemia. 
These observations suggest that, in the management 
of these patients, efforts should be made to minimize 
the postprandial rise in the concentration of triglyce- 
ride particles in the blood. This can best be accom- 
plished by dietary fat restriction with or without an 
antilipemic agent, regardless of the fasting lipid levels. 


Summary 


Fifteen attacks of angina pectoris were induced in 
seven selected patients from five to five and a half hours 
after fat ingestion. Intravenous injections of 5 to 25 
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mg. of heparin sodium promptly relieved the anginal 
pain on 14 occasions. Definite improvements of the 
ballistocardiogram, electrocardiogram, and pneumo- 
gram were observed from 5 to 15 minutes after in- 
travenous injection of heparin. Glyceryl trinitrate 
(nitroglycerin) is also effective in controlling the 
lipemia-induced angina pectoris, but the anginal pain 
may recur 30 minutes after its administration. Admin- 
istration of heparin at the height of postabsorptive 
lipemia resulted in a rapid reduction of the plasma 
neutral fat content and a decrease in the number of 
circulating chylomicrons. These studies suggest that 
efforts should be made to minimize postprandial li- 
pemia in patients with severe coronary artery disease 
and angina pectoris. 
3400 Spruce St. (Dr. Kuo). 


This study has been supported in part by grants from the Life 
Insurance Research Fund and American Heart Association. 


References 


i. Sayen, J. J.; Sheldon, W. F.; Kuo, P. T.; and Joyner, C. R., 
Jr.: Changes in Oxygen Tension and Myocardial Contractibility 
Following Fat Injection in Experimental Myocardial Infarction, 
to be published. 

2. Kuo, P. T., and Joyner, C. R., Jr.: Angina Pectoris Induced 
by Fat Ingestion in Patients with Coronary Artery Disease: Bal- 
listocardiographic and Electrocardiographic Findings, J. A. M. A. 
1583: 1008-1013 (July 23) 1955. 

3. Hahn, P. F.: Abolishment of Alimentary Lipemia Follow- 
ing Injection of Heparin, Science 98%:19-20 (July 2) 1943. Weld, 
B. C.: Alimentary Lipemia and Heparin, abstracted, Proceed- 
ings of the Eighth Annual Meeting of the Canadian Physiologi- 
cal Society, Canad. M. A. J. 483578 (Dec.) 1944, Anderson, 
N. G., and Fawcett, B.: Antichylomicronemic Substance Pro- 
duced by Heparin Injection, Proc. Soc. Exper. Biol. & Med. 


GIANT-CELL TUMOR OF BONE-—RICHARDS ET AL. 731 


74:768-771 (Aug.) 1950, Grossman, M. I.: Effect of Heparin 
on Fate of Intravenously Administered Fat Emulsions, J. Lab. 
& Clin. Med. 40:805-806 ( Nov.) 1952. 

4, Abell, L. L.; Levy, B. B.; Brodie, B. B.; and Kendall, F. E.: 
Simplified Method for Estimation of Total Cholesterol in Serum 
and Demonstration of Its Specificity, J. Biol. Chem. 19943:357- 
366 (March) 1952. 

5. Zilversmit, D. B., and Davis, A. K.: Microdetermination of 
Plasma Phospholipids by Trichloracetic Acid Precipitation, 
J. Lab. & Clin. Med. 42155-160 (Jan. ) 1950. 

6. Stern, I., and Shapiro, B.: Rapid and Simple Method for 
Determination of Esterified Fatty Acids and for Total Fatty 
Acids in Blood, J. Clin. Path. 6:158-160 (May) 1953. 

7. Grassmann, W., and Hannig, K.: Ein quantitatives Ver- 
fahren zur Analyse der Serumproteine durch Papier-Elektro- 
phorese, Hoppe-Seyler’s Ztschr. Physiol. Chem. 29031, 1952. 

8. Von Frijtag Drabbe, C. A. J., and Reinhold, J. G.: Applica- 
tion of Zone Electrophoresis of Serum Proteins, Technique for 
Horizontal Strip Method and Evaluation of Its Precision and 
Accuracy, Anal. Chem. 27:1090-1095 (July) 1955. 

9. Graham, D. M., and others: Blood Lipids and Human 
Atherosclerosis: Influence of Heparin upon Lipoprotein Metab- 
olism, Circulation 4:666-673 ( Nov.) 1951. 

10. Engelberg, H.: Heparin Therapy of Severe Coronary 
Atherosclerosis with Observations of Its Effects on Angina Pec- 
toris, Two-Step Electrocardiogram and Ballistocardiogram, Am. 
J. M. Se. 22.42487-495 ( Nov.) 1952. 

11. Russek, H. I.; Urback, K. F.; and Doerner, A. A.: Effect 
of Heparin in Cases of Coronary Insufficiency: Evaluation by 
Electrocardiographic Tests, J. A. M. A. 14931008-LOLO (July 12) 
1952. Binder, M. J.; Kalmanson, G. M.; Drenick, E. J.; and 
Rosove, L.: Clinical Evaluation of Heparin in Treatment of 
Angina Pectoris, ibid. 141:967-970 (March 21) 1953. Griiner, 
A.; Hilden, T.; Raaschou, F.; and Vogelius, H.: Heparin Treat- 
ment of Angina Pectoris, Am. J. Med. 142433-437 (April) 1953. 
Rinzler, S. H., and others: Effect of Heparin in Effort Angina, 
ibid. §4:438-447 (April) 1953. Chandler, H. L., and Mann, 
G. V.: Heparin Treatment of Patients with Angina Pectoris, 
New England J. Med. 2491045-1050 ( Dec.) 1953. Kory, R. C., 
and others: Drug Evaluation in Angina Pectoris: Khellin, 
Heparin, Peritrate, Am. Heart J. 403308-320 (Aug.) 1955. 


CLINICAL NOTES 


GIANT-CELL TUMOR OF BONE INVOLVING THE FIFTH LUMBAR VERTEBRA 


William G. Richards, M.D., Frank C. Coleman, M.D. 


Noble W. Irving, M.D., Des Moines, Iowa 


Giant-cell tumor of bone is now recognized as being 
only one of a group of bone lesions that contain giant 
cells or osteoclasts. These other lesions include 
aneurysmal bone cysts, simple bone cysts, benign 
nonossifying fibromas, and fibrous dysplasia. The 
lesion most likely to be confused with a giant-cell 
tumor is the aneurysmal bone cyst. Giant-cell tumors 
usually occur, however, in the long bones of the ex- 
tremities in patients over 20 years of age, whereas 
aneurysmal bone cysts occur in patients under the age 
of 20 years and are located about as commonly in the 
vertebrae as they are in the long bones. 

Differentiation between these two lesions is impor- 
tant because of the prognostic and therapeutic differ- 
ences between them. About 50% of giant-cell tumors 
recur after curettage, whereas aneurysmal bone cysts 
rarely recur. Sarcomatous change in giant-cell tumors 
also occurs in a significant number of cases (possibly 


as high as 10%), whereas malignant change in an 
aneurysmal bone cyst is very rare. Irradiation may be 
used in the treatment of giant-cell tumors, while it is 
rarely, if ever, given in the treatment of aneurysmal 
bone cysts. We have recently seen a patient with a 
giant-cell tumor in a location that is very rare, for it 
involves the fifth lumbar vertebra. In fact, Lichten- 
stein' states that in his experience giant-cell tumors 
have seldom been seen in the vertebrae. He believes 
that most of the so-called giant-cell tumors that have 
been reported in this location are really aneurysmal 
bone cysts. 
Report of a Case 

History and Examination.—A 23-year-old female began having 
back pain in March, 1952. The pain was located low in the 
lumbosacral region, and the patient first associated it with 
moving and turning over in: bed. There was radiation of the 
pain down the back of her left leg. There were several such 
episodes of radiating pain between March, 1952, and November, 
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1952, but rest in bed alleviated the symptoms each time. Shortly 
before admission to the hospital in November, 1952, the patient 
had another episode of pain originating in the lower part of the 
back and radiating down the back of her left thigh and leg. 
The pain was accentuated when she raised that leg to get out 
of the bathtub. On this occasion the pain persisted as a dull 
aching pain in the left calf and with movement radiated up the 
left thigh and into the lower part of the back. On admission to 
the hospital, the patient complained of swelling in her left calf 
and stated that her symptoms were accentuated by sneezing, 
coughing, and quick movements. 


Fig. 1.—X-ray of lumbar region, November, 1952. Preopera- 
tive film showing a destructive process involving the fifth lum- 
bar vertebra and associated lamina and transverse process on 
the left side. A soft-tissue mass is seen overlying the area of 
destruction. 


On physical examination there was tenderness to percussion 
in the lower lumbar region. Manipulation of the left leg initiated 
pain in the leg, thigh, and calf on the same side. The reflexes 
were normal, and no sensory changes were present. Babinski’s 
sign was absent. Stereoscopic and lateral films of the lumbar 
spine and pelvis showed a destructive process involving the fifth 
lumbar body and associated lamina and transverse process on 
the right side (fig. 1). Evidence of bone production was not 
seen. The lateral view showed loss of bone substance in the 
anterior 50% of the fifth lumbar body. No areas of similar destruc- 
tion were seen in the remainder of the skeletal structure visual- 
ized. There appeared to be a soft-tissue mass overlying the area 
of the bone destruction extending from the level of the lower 
portion of the third lumbar body and down to the brim of the 
pelvis on the right side. The width of the mass measured approxi- 
mately 5 cm. Roentgenologic diagnoses considered were primary 
or metastatic bone malignancy and inflammatory abscess forma- 
tion. 

Operation and Pathology Report.—The patient was operated 
upon on Nov. 29, 1952. An incision was made from the second 
lumbar to the second sacral vertebrae inclusive. The muscles 
were retracted on each side, and it was noted that the muscles 
on the left side adjacent to the fifth lumbar vertebra had a 
grayish appearance. There was erosion and destruction of the 
transverse process of the fifth lumbar vertebra on the left side. 
A friable, vascular, reddish gray tissue was removed from the 
region of the fifth lumbar nerve root. A frozen section was 
examined and reported as showing either giant-cell tumor or 
Hodgkin's disease. 

The specimen was composed of numerous fragments of rough, 
irregular, dark red to grayish brown tissue. The largest fragment 
measured 2.5 cm. in diameter. The lesion consisted of many 
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multinucleated giant cells lying in a vascular stroma composed 
of spindle-shaped cells, with occasional mitotic figures seen in 
the single nuclei of the stromal cells (fig. 2). The giant cells 
contained nuclei varying in number from 2 or 3 to as many as 
15 to 20. The nuclei were oval to round and resembled the nu- 
clei of the stromal cells. The giant cells were very numerous and 
in some areas lay adjacent to each other. No osteoid or bone for- 
mation was present, and there was no collagen production by 
the stromal cells, Thus the tumor was classified, according to 
Lichtenstein’s classification, as a giant-cell tumor of the fifth 
lumbar vertebra, grade 2. Sections of the tumor were sent to Dr. 
Louis Lichtenstein, and the following report was received: “I had 
hoped from your letter that the lesion you described in the fifth 
lumbar vertebra might prove to be an aneurysmal bone cyst but 
the sections (S-52-3058) show what seems clearly to be a giant 
cell tumor, one that I would grade as I-II. The site, I might 
add, is distinctly unusual.” 

Postoperative X-Ray Treatment.—Postoperative radiologic 
examination of the lumbar spine showed an increase in the de- 
fect previously described in the fifth lumbar body, the increase 
being no doubt due to the surgical removal of tissue and bony 
structure. The previously described soft-tissue mass now ap- 
peared to be absent, but there was a postsurgical defect of the 
fifth lumbar segment. 

The patient had an uneventful postoperative course, and, 
following consultation with the neurosurgeon and pathologist, 
it was deemed advisable to give the patient a course of deep 
x-ray therapy because of the likelihood of incomplete removal 
of the tumor. On Dec. 8, 1952, therapy was instituted in the 
lower lumbar area, particularly at the fifth lumbar segment. 
Treatment was instituted with the following factors: 200 kv. deep 
therapy unit with 20 ma., half-value layer 1.9 mm. Cu, beam size 
10 by 15 cm., distance from focal spot to exit port 50 cm. 
Treatment was given daily from Dec. 8 through Dec. 15, 1952. 
Two hundred roentgens was given each day, for a total of 
1,400 r. On March 20, 1953, a second course of irradiation was 
given with the same factors. Two hundred roentgens a day was 
given for a period of five days, for a total dose at this time of 
1,000 r, making the total dose at that time 2,400 r in air. 


Fig. 2.—Photomicrograph of lesion. Note the large numbers 
of multinucleated giant cells lying in a vascular stroma com- 
posed of uninucleated spindle-shaped cells. No collagen is ob- 
served. 


At that time the patient moved from Des Moines, Iowa, to 
Honolulu, Hawaii. She wrote us a letter on Oct. 27, 1955, re- 
porting the treatment she had received since her arrival there 
in June, 1953. On July 16, 1954, with a 200-kv. deep therapy 
machine, using 0.5 mm. Cu plus 1 mm. Al at a 50-cm. distance, 
a 10 by 10 cm. field was used. At that time she was given a total 
dose of 2,500 r units measured in air to the right and left lateral 
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posterior pelvic areas and 1,000 r measured in air to the right 
and left anterior portals erected at the body of L-5, making a 
total dose up to that time of 5,900 r through five ports. 

After receiving the additional x-ray therapy, she was advised 
to do some exercises, including swimming, to relieve a moderate 
stiffness of her back, which was attributed to her having worn 
a back brace after her operation. At the time of her letter, she had 
gained weight, was feeling good, and was able to do all her 
housework without difficulty. She still had occasional cramps 


Fig. 3.—X-ray of lumbar region, September, 1955. The pre- 
viously described defect now has a sharply defined margin and 
considerable sclerosis is noted in the area. 
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in her left leg but otherwise was symptom-free. Reexamination 
of the fifth lumbar segment in anteroposterior and lateral views 
on Sept. 20, 1955, showed the defect previously described; how- 
ever, it then had a sharply defined margin and there was con- 
siderable sclerosis of bony tissue about the area, indicating that 
healing had progressed satisfactorily (fig. 3), 


Comment 


The decision to follow the surgery in this patient 
with irradiation therapy was made in the realization 
that there is considerable difference of opinion as to 
the desirability of using combined therapy. It is true 
that many giant-cell tumors in long bones do not recur 
after curettage, even though bits of tumor undoubt- 
edly remain attached to the wall of the cyst. It has 
been suggested, however, that these fragments under- 
go necrosis because of the interference with the blood 
supply. In this patient the tumor involved the soft 
tissues, as well as the bone, and there was little doubt 
that viable tumor tissue remained. We also recognized 
the possibility of sarcomatous change being provoked 
by the irradiation therapy. The patient's course, how- 
ever, would indicate that the combined surgery and 
irradiation therapy used on the giant-cell tumor of 
bone occurring in the fifth lumbar vertebra was satis- 
factory. The patient has been symptom-free for over 
three years. 

Mercy Hospital, Fourth and Ascension Street (14) (Dr. Cole- 
man ). 
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ABDOMINAL PAIN FOLLOWING USE OF CHLORPROMAZINE 


Lloyd G. Bartholomew, M.D. 


a 
James C. Cain, M. 


Hepatitis due to chlorpromazine (Thorazine) hydro- 
chloride is often a diagnostic problem because it may 
mimic biliary obstruction from both the clinical and 
the laboratory standpoints. Pain, such as is commonly 
seen in biliary colic, is extremely unusual, although 
some patients complain of soreness in the upper part 
of the abdomen at the onset of the hepatitis. In a re- 
cent series of 23 cases of hepatitis due to chlorproma- 
zine encountered at the Mayo Clinic, only one patient 
had pain that might conceivably be construed to 
represent biliary colic. We have reviewed the English 
literature with particular reference to pain and found 
it to be in agreement with our experience. It has been 
emphasized that the onset of hepatitis due to chlor- 
promazine may be sudden and associated with high 
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fever and chills. Pain of the intensity and character 
usually associated with an acute abdominal crisis has 
not been reported to our knowledge. 

Recently we encountered a patient who presented 
symptoms that suggested an acute abdominal emer- 
gency following the ingestion of chlorpromazine. Since 
surgical treatment would not be beneficial and would 
be potentially hazardous in any patient with hepatitis, 
we felt that this case was worthy of report. 


Report of a Case 


A 35-year-old woman was seen at the Mayo Clinic because of 
spasmodic torticollis of eight months’ duration. Her general 
health was otherwise excellent, and the results of physical exam- 
ination and laboratory studies were within normal limits. Neu- 
rological examination confirmed the diagnosis of spasmodic 
torticollis, and it was thought that physical medicine and seda- 
tion might be helpful. A psychiatric consultant did not recom- 
mend extensive psychotherapy. Accordingly, the patient was 
given a prescription for chlorpromazine to be taken in doses of 
50 mg. four times daily. 
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On May 26, 1956, she took 50 mg. of the drug after the 
morning meal and 50 mg. after the noon meal. At about 5:30 
p. m., 10 minutes after eating, severe, constant epigastric pain 
abruptly developed. In spite of this she took the third dose of 
chlorpromazine at approximately 6 p. m. The pain persisted 
and in three hours shifted to the periumbilical and right flank 
regions. It was aggravated by body movement. A chilly sensa- 
tion followed by sweating and nausea without vomiting devel- 
oped soon after the onset of pain. Three soft, but not watery, 
bowel movements were passed without any noticeable change in 
the pain. At 1:30 a. m. the following day, May 27, the pain was 
so severe that a physician was called to her home. The pain then 
appeared to be coming in waves of 5 to 10 minutes’ duration 
and was located in the right lower quadrant of the abdomen. 

Physical examination revealed a temperature of 99 F (37.2 C) 
and both direct and rebound tenderness in the right lower quad- 
rant of the abdomen. There were no clinical signs of jaundice. 
The liver and spleen were not palpable. The physician, unaware 
of the previous ingestion of 150 mg. of chiorpromarzine, sus 
pected acute appendicitis. At the hospital three hours later, at 
4:30 a.m. on May 27, emergency studies revealed a leukocyte 
count of 9,500 per cubic millimeter of blood, with a differential 
count of 88.5% polymorphonuclear neutrophils, 9% lymphocytes, 
and 2.5% monocytes. Urinalysis revealed nothing unusual. At 
that time the pain had shifted to the right upper quadrant of the 
abdomen and the rebound tenderness in the right lower quadrant 
had disappeared. With the history then obtained of the recent 
ingestion of chlorpromazine and the shift of pain and tender- 
ness to the right upper quadrant of the abdomen, the possibility 
of hepatitis due to chlorpromazine was considered. Surgical in- 
tervention did not seem indicated at that time. 

Five hours later, at 9:30 a. m., the leukocyte count was 7,200 
per cubic millimeter of blood, with a differential count of 90% 
polymorphonuclear neutrophils, lymphocytes, 2.5°> mono- 
cytes, and 0.5% basophils. By that time the patient’s symptoms 
had largely subsided. The physical examination again disclosed 
no evidence of jaundice, and the liver and spleen were not pal- 
pable. 

On the following day, May 28, the leukocyte count was 5,100 
per cubic millimeter. The serum bilirubin measured 2.4 mg. 
per 100 ce. direct and 0.56 mg. per 100 cc. indirect. The edge 
of the liver was for the first time palpable 1 fingerbreadth be- 
low the right costal margin. The scleras appeared normal. The 
condition of the patient continued to improve, and on the fol- 
lowing morning the concentration of serum bilirubin had fallen 
to 0.6 mg. per 100 cc. direct and 0.3 mg. indirect. The value for 
alkaline phosphatase was 18.5 King and Armstrong units, and 
the retention of sulfobromophthalein was 22% in one hour. The 
thymol turbidity was 0 unit and the prothrombin time 19 sec- 
onds. 


J.A.M.A., March 2, 1957 


Two days later the patient was clinically well but the edge of 
the liver was tender and remained palpable 1 fingerbreadth 
below the costal margin. The concentration of serum bilirubin 
had returned to normal, as evidenced by a value of 0 mg. per 
100 ce. direct and 0.84 mg. indirect. Roentgenographic exami- 
nation of the gallbladder disclosed a normally functioning organ 
with no stones. Two months later the patient was clinically well 
and presented no evidence of clinical jaundice or further ab- 
dominal pain. 


Comment 


Caution must always be exercised by any physician 
using potentially toxic drugs. The common untoward 
manifestations of chlorpromazine are well recoznized 
and have been widely discussed in the medical litera- 
ture. In contrast to the frequent occurrence of fever, 
chills, and mild abdominal soreness at the onset of 
hepatitis due to chlorpromazine, occasionally acute 
pain simulating an abdominal emergency such as ap- 
pendicitis may occur as the first and only symptom. 

Hepatitis due to chlorpromazine classically is re- 
ferred to as “chlorpromazine jaundice.” In a previous 
report we have emphasized the anicteric form of 
hepatitis due to chlorpromazine with hepatomegaly.’ 
The case reported here represents another example of 
the clinically anicteric form of the disease but differs 
in that the first symptom was acute abdominal pain. 
As the pain subsided the liver enlarged and became 
palpabie. Although there was chemical hyperbilirubi- 
nemia, scleral icterus was never present. 


Conclusions 


Acute abdominal pain may be the only symptom of 
hepatitis due to chlorpromazine. Since acute abdom- 
inal pain, hepatomegaly, or jaundice alone or in com- 
bination may be a manifestation of such hepatitis, it 
is essential that all patients with such symptoms be 
interrogated as to the ingestion of this drug. 
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PSYCHIATRIC TREATMENT OF THE ALCOHOLIC 
Jackson A. Smith, M.D., Omaha 


The alcoholic is usually the last one to agree with 
the diagnosis of his condition. His family may per- 
suade him to visit a general practitioner for treatment 
of some physical complication of his drinking much 
more readily and much earlier in his drinking career 
than they can persuade him to see a psychiatrist. Alco- 
holics do not show any great affinity for psychiatrists 
and may openly resent being considered psychiatric 
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patients. This is an attitude that thev unfortunately 
share with most nonalcoholics; therefore some tact is 
required in referring them for treatment. If the alco- 
holic demonstrates abnormal behavior, appears de- 
pressed, or evidences a disturbance in his thinking 
(most frequently, ill-founded or illogical suspicions or 
grandiose opinions ), he should certainly be examined 
psychiatrically, since in such cases the drinking may 
only be symptomatic of a severe underlying mental 
disturbance. Persons with sociopathic personality dis- 
orders, schizophrenic reactions, and manic depres- 
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sive reactions and those who are mentally defective 
may drink excessively as a reflection of underlying 
psychopathology. Therefore, the individual on whom 
the alcohol is acting must be evaluated; however, if, 
when he is not drinking excessively, his behavior is 
relatively stable and his thinking appropriate, a psychi- 
atric appraisal is not mandatory. 

There are almost as many theories as to why people 
become alcoholics as there are types of alcoholics. 
They are described as belonging in various psychiatric 
diagnostic groups, although little is said about the vast 
majority of patients in these same psychiatric groups 
who do not become alcoholics. For instance, if it is 
concluded alcoholics are neurotic, what prevents all 
but a very few neurotics from becoming alcoholics? 
Too, why should Jewish people, who are not free of 
emotional illness, be comparatively free of alcoholism 
—an immunity that the Irish do not share. Alcoholics 
frequently seem to have less concern or worry over 
themselves and their difficulties than persons with 
emotional problems that are uncomplicated by ex- 
cessive drinking. In fact, alcoholics may even look on 
a recent severe illness due to excessive drinking as a 
revelation and make such statements as, “I’ve learned 
my lesson,” etc., until it is felt that this conviction of 
(often relearned) knowledge may be so strong that it 
may lead to more drinking to mark the discovery. 

Psychiatrically, it is possible to find just about what 
is sought in a group of alcoholics. Various attempts 
have been made to explain the alcoholics’ difficulties 
on the basis of their personalities. A great deal has 
been said about the role of latent homosexuality and 
oral eroticism in the etiology of chronic alcoholism. 
It is true that men frequently drink in the presence 
of other men, but the choice is limited only to two 
sexes, and the fact that men are as a rule more tolerant 
toward drunken behavior than are women is likely 
to be of some weight in determining the alcoholic’s 
choice of drinking companions. Furthermore, in con- 
sidering the factor of “oral eroticism,” one is forced 
to admit that most of the alcohol ingested enters the 
human body via the mouth; vet here again the choice 
of routes is not wide. 


Passive and Aggressive Alcoholics 


On the basis of their behavior while not drinking, 
alcoholics may be described as passive or aggressive 
in their relationships with other people. The passive 
group is characterized by an inability to express hos- 
tility or anger; they are too considerate of other people 
and thereby vulnerable to imposition. They dislike 
disharmony and argument and conceal the anger and 
resentment they feel over small slights. They are well 
liked, and their family, friends, and not infrequently 
their employers are protective toward them. This at- 
titude in turn fosters dependence in the patient. Their 
lack of self-confidence demands the use of alcohol to 
overcome a fear of failure when any new task is at- 
tempted, but the drink they take to overcome their 
fear repeatedly assures their failure. When sober, 
they are continuously dissatisfied with themselves 
over what they have failed to accomplish. Their goal 
for themselves may be grandiose as compared to their 
abilities or too near perfection to allow accomplish- 
ment. As a result they are regularly unhappy. 
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In some instances such patients are almost infantile 
in their lack of self-reliance. The wife or family, after 
vears of hope and disappointment, attempt to keep 
them under constant surveillance, to allow them only 
enough money for carfare or lunch, and, in essence, to 
deprive the patient of all responsibility. In an extreme 
situation, the only satisfaction such a patient experi- 
ences arises from the alcohol he drinks and his efforts at 
overcoming the obstacles that prevent his obtaining it. 

The aggressive group have an unusual amount of 
energy, drive, and physical stamina. They are inclined to 
continue and to “overdo” any activity, including drink- 
ing, until they are exhausted or comatose. Prior to the 
fourth or fifth decade of life, they show unusual 
recuperative powers and are able to recover rapidly 
after a bout of drinking. As they grow older, the inter- 
vals between the drinking episodes shorten as they 
gradually lose their tolerance to alcohol, and on rou- 
tine physical examination they may show an unex- 
plained enlargement of the liver. The ability and drive 
these men have frequently result in their being quite 
valuable to their firms and attaining positions of great 
responsibility. 


Consideration of Individual in Treatment 


Not infrequently the general practitioner will know 
the patient's previous history and will be able to evalu- 
ate the magnitude of the problem and the individual's 
capacities. The physician must avoid the tendency 
to recount his attitudes toward drinking and his own 
personal method of handling or avoiding alcohol in 
order that the alcoholic’s difficulties may be ascer- 
tained. This facet of treatment cannot be overempha- 
sized. The unique problems of the individual alcoholic 
must be determined; the physician either has to find by 
listening and inquiring the areas of interpersonal con- 
flict the patient has encountered or he has to presume 
that “all” alcoholics are alike and generalize that they 
all meet and manage their problems in the same man- 
ner—which is not the case. 

In psychotherapy of the alcoholic, the individual's 
capacities and limitations must be repeatedly evaluated 
and used as a guide in treatment. If the first impression 
is adhered to without change, the patient may be 
pushed too far, too fast, and his efforts at sobriety 
may be hindered rather than helped. In other words, 
the same approach cannot be utilized for a 40-year- 
old person who is a totally dependent male, living at 
home, and supported by a possessive mother, as would 
be feasible with a 50-year-old aggressive executive 
whose drinking has only recently become an undeni- 
able danger to a previously successful career. The 
procedure, then, is to determine the basic, as well 
as the apparent, reasons for the drinking; this neces- 
sitates an appraisal of the patient’s social and emotional 
adequacy when sober. Literally, how competent is he 
in facing the routine demands of living? 

In chronic alcoholism, as in any other medical prob- 
lem, it is necessary to have some degree of accord 
between the physician and the patient as to the exist- 
ence of the illness before the treatment is initiated 
if the patient's cooperation is expected. This is not 
as simple as it might seem. When first seen, the patient 
not only may fail to be in accord but may find the 
diagnosis totally unacceptable and frightening, and 
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he may unhesitatingly point out that he knows the 
diagnosis is incorrect because “he can take alcohol 
or let it alone,” since on one occasion during the past 
year he was totally abstinent for a month. He may 
admit that, until recently, he did have a problem, but 
there is no longer need for concern since he has de- 
cided to quit drinking and, since this is admittedly 
what is needed, he considers himself cured. This 
concept of being “cured” is unfortunately accepted 
not only by the alcoholic at face value but, on occa- 
sion, by those treating these patients by any new 
method. It is unlikely that any other diagnostic group 
has been so variously, frequently, and briefly “cured” 
as alcoholics. 

These objections that are so frequently raised by the 
patient to the diagnosis cannot be ignored, since 
they profoundly affect the success of any type of 
therapy. It is too much to expect a procedure to suc- 
ceed if the patient is not convinced of the necessity of 
undergoing treatment or if the treatment itself, perma- 
nent abstinence, is more than he can tolerate. The man- 
ner in which the physician discusses the problem at 
the time of the first visit may determine whether the 
alcoholic initiates another bout of drinking to disprove 
the diagnosis or makes a sincere effort to abstain; 
for this reason, the physician should attempt to put 
the patient at ease and make the diagnosis as accept- 
able as possible. 

The necessity of his existing in a permanent rather 
than a temporary state of sobriety should be stressed 
to the alcoholic only when he can tolerate the idea, 
but this is the goal of the treatment with which no 
compromise is possible. The members of Alcoholics 
Anonymous attempt to overcome the anxietv produced 
by insistence on a lifetime of abstinence by putting 
the goal on a daily and less frightening basis. 

Either attempts to frighten the alcoholic into sobri- 
ety are discounted by the patient because of similar 
previous efforts by the family or such threats only 
serve to increase the already-existing anxiety that he 
relieves by more drinking. The physician should be 
more interested in what makes the diagnosis unaccept- 
able than in attempting to force an intolerable idea 
on an unwilling patient. Most problem drinkers have a 
concept of what a man has to do to be an alcoholic, 
but they rarely include themselves in their own defini- 
tion. The use of attempts at frightening the patient 
into abstinence have much historical precedent, and 
the list of formidable punishments that have been de- 
vised, from ordinary torture, the ducking stool, and the 
public stocks to pouring molten lead down thirsty 
throats, is, if nothing else, a testimony to the sadistic 
ingenuity of sober criminologists through the ages. 
As forms of punishment have gradually become more 
humane and less picturesque the punishment of the 
so-called crime of drunkenness has finally boiled down 
to simple imprisonment. Before the community is con- 
demned for its punitive efforts, however, it should be 
added that these attempts have been made for lack 
of a better solution. The answer to the problem of 
chronic alcoholism can hardly be expected to arise 
spontaneously from the community itself. 

With alcoholics as with the mentally ill, there is an 
overlap in medical and legal responsibility that can- 
not be too consistently defined. Until a patient’s in- 
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competence is at least temporarily established, it is his 
decision as to whether he will accept treatment. This 
problem is understandably disturbing to the family, 
who are anxious to have “something done” to prevent 
the patient’s continuing his rapid decline. However, 
it must be appreciated that, if the patient is to be 
treated outside an institution, his cooperation and 
desire are essential to a change in his drinking pattern. 


Characteristics of an Alcoholic 


There are many popular theories on how and what 
an individual must drink to qualify as an alcoholic. 
For instance, some think that a man may drink a 
quart of whiskey a day provided he makes certain he 
does not drink alone or that he may routinely consume 
12 or more bottles of beer an evening if he drinks no 
whiskey; and, because he does not drink alone or 
consumes only beer in excess, according to popular 
theory he should not be considered a “real” alcoholic. 
The fact that a man never drinks alone or drinks only 
beer is not significant in determining the severity of 
his alcoholism. Also, it is not necessary for a patient to 
have delirium tremens or to become obviously intox- 
icated to be a chronic alcoholic. 

Neither can alcoholism be diagnosed by the clock. 
It is not necessary for an individual to start drinking 
in the morning, before lunch, or before 5 p. m. to 
qualify; although, as the illness progresses, the hour 
at which the first drink is taken may be earlier in 
the day. For instance, the p»tient who, after several 
vears of excessive drinking begins to drink during 
the day, did not become an alcoholic the first time he 
took a drink on the job. This particular behavior is only 
indicative of the severitv of the disorder. Even if a 
patient says he only has “a couple before dinner,” if 
he has a fifth after dinner, he still is an alcoholic. 

Many of these misconceptions are used by the alco- 
holic to disprove his diagnosis to himself. He may 
point out that he can “take it or leave it alone,” “knows 
plenty of people who drink more than he does,” “has 
been to many a party and never touched a drop,” 
etc. In essence, any individual who relies on alcohol 
to meet the ordinary demands of living and continues 
to drink excessively after alcohol has caused him 
marital or occupational difficulty is an alcoholic 
whether he drinks only in the evening, has never 
taken a drink when alone, or has not touched anything 
but beer for five vears. 

The alcoholic frequently has morning nausea, with 
a chronic productive cough that may lead to vomiting 
and that the patient is more apt to attribute to smoking 
than to drinking. Like many tense people, he may not 
be able to eat an adequate brexkfast, particularly on 
a working day, and he may become easily fatigued and 
have a poor appetite. If he drinks on arising, he may 
have to take two or three drinks before he can retain 
sufficient alcohol to overcome his nausea and tension. 
These misconceptions about alcoholism need to be 
clarified unequivocally to the patient, since, if the 
physician is not positive in his explanation, the pa- 
tient will twist the statement to further minimize the 
severity of his problem. 

The majority of chronic alcoholics have an unusual 
amount of anxiety or tension that they attempt to con- 
trol by drinking; this anxiety is experienced as a feeling 
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of fear, dread, or apprehension that may amount to 
panic. Most anxious patients control their tension by 
the development of some one of the psychoneurotic 
reactions. The alcoholic on the other hand may de- 
velop few somatic complaints to control his anxiety, 
which he tolerates poorly and attempts to relieve 
immediately by drinking; this is a temporarily effective 
measure. If the drinking is prolonged or excessive, the 
individual develops physical changes that aggravate 
and increase his tension, further decrease his toler- 
ance, and thereby increase even more his need for 
alcohol. A self-perpetuating cycle is established that 
may be periodically interrupted by the patient's be- 
coming too ill physically to drink, or, in older alcoholics 
or those with a complicating physical illness, a state of 
delirium may ensue. 

The controversy over the need to “taper off” the 
alcoholic after a drinking bout as opposed to an abrupt 
withdrawal of all alcohol continues, and as a corollary 
the existence of a “delirium of abstinence” is still held 
by some. However, reports of the development of 
delirium in as high as 75% of such patients while the 
patient was still drinking, the increased psychological 
dependence that the medical use of alcohol may pro- 
duce in the patient, the aggravation of existing pa- 
thology, and the availability of other less toxic drugs 
militate for an abrupt and total withdrawal of all alco- 
hol. It may be worth pointing out that the person who 
is not an alcoholic develops a toxic state accompanied 
by anorexia, nausea, vomiting, tachycardia, profuse 
perspiration, and dehydration after an excessive intake 
of alcohol (i. e., a “hangover” ); however, the nonalco- 
holic successfully controls the toxic state by abstaining 
from the use of alcohol, whereas the alcoholic perpetu- 
ates the toxic condition by taking more alcohol to re- 
lieve the symptoms. Many chronic alcoholics continu- 
ously attempt to “taper off.” as evidenced by their 
tendency to buy only half-pints of alcohol because 
they feel that is all they will need to stop drinking. 

In an alcoholic who is anxious two things must be 
considered: first, the forces producing the anxiety and, 
second, the effects of the alcohol per se. The effects 
of the alcohol are more treatable and tend to be self- 
limiting if alcohol is withheld. Nevertheless, unless 
the anxiety is decreased, it may be predicted that the 
drinking will be resumed as the anxiety recurs and 
increases in intensity. This is the most difficult part of 
the treatment, because alcohol is a pharmacologically 
powerful substance. Its effects are potent and prompt; 
under its influence, friendships ripen, social barriers 
are broken down, the pauper thinks himself a king, 
embarrassment is unknown, and anxiety Hees. In short, 
alcohol increases self-confidence by relieving concern, 
fear, and doubt of self. The physician, then, has an 
adversary of no mean strength, and his ingenuity and 
resourcefulness are strained to the utmost to find a 
substitute that can compete with its lure, particularly 
since alcohol is so constantly available as a source of 
immediate relief from tension and is an acceptable 
method for the nonalcoholic. 

The feasibility of psychotherapy in alcoholism de- 
pends on two factors: first, the patient’s interest in 
being treated and, second, the clearness of his sen- 
sorium—literally, whether he is sufficiently aware to 
benefit from the interview. On such a basis, the acutely 
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intoxicated individual and the delirious patient are 
considered unsuitable for any type of psychotherapy 
except reassurance and encouragement until their 
physical status has improved. Those patients not fall- 
ing into the above groups are approached on an indi- 
vidual basis, according to their original and remaining 
intellectual and emotional capacities. If the patient is 
uncommunicative, belligerent, and shows minimal con- 
cern over his own problems or little interest in being 
treated, he is a poor candidate for psychotherapy re- 
gardless of his intellectual endowment. If the patient 
is feeble-minded or of borderline intelligence, pro- 
longed or intensive psychotherapy would be pointless, 
whereas an expression of interest may be warmly re- 
ceived and therapeutically effective. Such an individual 
may form a strong attachment to a physician that may 
give the patient sufficient reason to abstain. 

Usually an alcoholic’s determination to quit drinking 
is at a peak immediately after a bout, and diminishes 
as his contidence returns. There are various reasons for 
alcoholics’ deciding to cease drinking. Most frequently 
the necessity of abstaining does not originate with the 
alcoholic but is imposed upon him. Such factors as the 
threat of losing his job, being divorced, or being prose- 
cuted for driving while intoxicated motivate an appar- 
ently spontaneous decision to stop drinking. Unfortu- 
nately, when the outside pressures are relieved, the 
patient’s resolve is likely to fade and his previous 
drinking pattern will be resumed, unless the anxiety 
over the results of further drinking is greater than the 
impulse for immediate relief of tension. 

Regardless of the emotional background, the history 
of drinking, or the degree of determination the patient 
may express, he must personally conclude that for him 
drinking is impossible before much progress can be 
made. He can not abstain to humor his unduly alarmed 
wife, to placate an irate employer, or for any reason 
other than an actual understanding of the inevitable 
consequence of taking one drink. He should be in- 
formed of the activities of Alcoholics Anonymous, and, 
if he is willing, he should be put in contact with a 
group of similar background and interest. 


General Observation on Treatment 


In approaching the alcoholic patient, a few observa- 
tions should be kept in mind: the patient will inevitably 
minimize the amount he drinks, the trouble it has caused 
him, and the fears he feels about existing without alco- 
hol. The family will be understandably reluctant to al- 
low him to assume responsibility for himself; however, 
it the family hides a bottle from the patient, he is un- 
doubtedly successfully hiding a bottle from them. As a 
group, alcoholics respond very poorly to coercion, re- 
striction, or threats. Lecturing or moralizing by the 
physician is rarely of any benfit. The treatment must fit 
the individual alcoholic and not the diagnosis alone. A 
college graduate with superior intellectual endowment 
may be emotionally infantile and have a poorer prog- 
nosis than an alcoholic of borderline intelligence, since 
alcoholics do not drink to solve intellectual problems 
but rather to escape illogical fears. 

Frequently, the type of alcoholic, seen in general 
practice, who will accept treatment fits the following 
pattern: He has few physical complaints, has always 
been considerate of other people, and would be well 
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regarded in the community were it not for his drinking. 
As a rule, he will have been drinking excessively five 
years or more before he is first seen for treatment of 
his alcoholism. Once he has been restored to a normal 
physical state, he may see little need for further visits 
because he has resolved to stop drinking. 

These patients may conceal the hostility they feel 
for a possessive mother, a demanding wife, or an over- 
bearing emplover by an attitude of placid acceptance 
until they drink. These same patients, when drinking, 
may become abusive toward and/or attempt to assault 
those they fear or resent when they are abstinent, and 
the aggression released while drinking may lead to 
remorse and depression after the drinking bout is over. 
The patient’s evaluation of the changes in his behavior 
while drinking should be clarified. He may disclaim 
any logical reason for his behavior, but he may recall 
interpersonal conflicts that finally terminated in a 
drinking bout. Discussing these irritations may aid the 
alcoholic in understanding why he allows his resent- 
ment to accumulate and then seeks relief by drinking. 
There are several reasons for the patient’s doing the 
talking: He must clarify and explain the reasons he of- 
fers himself for drinking, it affords the physician insight, 
and it stresses the importance of why the individual 
drinks rather than what and how much. The briefer the 
advice the doctor gives, the more likely that it will be 
followed; a patient may remember 5 or 10 words, but he 
will seldom retain a five-minute dissertation. 
Alcoholics are especially difficult to treat when they 
have entered into a mutually dependent relationship 
with a parent or spouse who wants the patient sober 
but not less dependent. The son in his 30's who con- 
tinues to live with his mother and the husband who is 
supported by his wife may have difficulty maintaining 
their self-esteem except with the help of alcohol. As 
a rule such an individual vacillates between infantile 
dependence and overt belligerence toward his bene- 
factor. The successful father who provides so ade- 
quately for his children that they are deprived of the 
satisfactions of responsibility and accomplishment may 
also provide the means for their becoming alcoholic. 
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Summary 


The practitioner should evaluate all the pertinent 
data, both physical and emotional, and proceed with 
his treatment on an individual basis. The patient must 
accept the diagnosis and the need for treatment—he 
cannot be deceived into sobriety. The physician should 
seek some logical explanation for the patient’s be- 
havior and should always be guided by the patient's 
appraisal of the relative importance and response to 
what may have happened to him in the past that pro- 
voked his drinking. The motivation of the patient's 
behavior should be constantly sought, especially when 
his actions are illogical or out of keeping with his his- 
tory. To allow the patient to discuss his situation with- 
out condemnation is in itself therapeutic, but there 
can be no compromise with the fact that either the 
patient must be a teetotaler or else he will be drunk. 

Prerequisite to psychotherapy is the patient’s capac- 
ity to comprehend. The physician’s attitude should 
always be one of controlled enthusiasm, and he should 
not evidence disappointment if the first few attempts 
at sobriety fail or undue enthusiasm over a few weeks 
of abstinence. 

In essence, psychotherapy as applied to the chronic 
alcoholic is an attempt to encourage the patient to ex- 
press anger and, thus, to prevent its accumulating and 
leading to increased tension, anxiety, and another bout. 
The physician must also avoid allowing the patient to 
develop undue dependence on him and must encour- 
age the patient to assume responsibility for his own 
behavior. It is of no benefit for the physician to extract 
promises of sobriety from the patient; in fact, once the 
drinking pattern is clarified, there is little reason for 
repetitiously going over this phase of the history at 
each visit. Ordinarily, if the patient is successful in 
abstaining, he will discuss his success with some pride; 
if he has been drinking, it is usually more helpful (and 
possibly more rational) to blame the treatment than 
the patient. 
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The Nature of Acute Gout.—There has been much speculation in regard to the pathogenesis 
of acute gout. However, apart from a keener awareness of numerous precipitating “stress” 
factors, we have no better insight actually than did Sydenham in 1683, when he rendered his 
classical description of the torture he endured during gouty attacks. For that matter, the 
basis for the specific action of colchicine in alleviating these attacks is still not understood, al- 
though the drug has been in use for some 1400 years. It is quite conceivable that elucidation 
of the biochemical action of this remarkable alkaloid (used also in plant breeding and ge- 
netics) may yet furnish the key to solution of the problem. As for direct pathologic observa- 
tion, according to Talbott, not a single report of the gross or microscopic examination of the 
interior of an affected joint during an acute attack has appeared, apparently because no one 
has had the temerity to secure material for biopsy in these circumstances. Nor has the condi- 
tion ever been reproduced or simulated experimentally by any means whatsoever. For reasons 
which have been cogently marshalled elsewhere, urate deposition per se cannot be held re- 
sponsible plausibly for acute gouty attacks. As Gutman has tentatively suggested, however, it 
is possible that acute gout is provoked by some precursor of uric acid, perhaps an intermediary 
purine metabolite as yet unidentified. Although the concept also has been advanced that tem- 
porary adrenocortical deficiency may be the trigger mechanism, the observations of Levin, 
Rivo, and Bassett would seem to cast serious doubt upon the soundness of this view. In any 
event, this factor in itself would hardly account altogether for the acute gouty episode.—L. 
Lichtenstein, M.D., H. W. Scott, M.D., and M. H. Levin, M.D., Pathologic Changes in Gout, 
American Journal of Pathology, September-October, 1956. 


Vol. 163, No. 9 


COUNCIL ON FOODS AND NUTRITION 


Statement of the Council 


The Council has authorized publication of the following statement. 


LOW-SODIUM MILK 


Sodium-restricted diets are being employed more 
and more in the therapy of certain disease states. Such 
diets are useful in the management of edema associated 
with congestive heart failure, cirrhosis of the liver, 
certain renal diseases, the toxemias of pregnancy, and, 
in some instances, in the treatment of hypertension. 
With the accumulating data on the sodium content 
of foods, it is now possible for the physician to con- 
struct a nutritionally adequate diet containing almost 
anv level of sodium desired above 200 mg. daily.’ 
However, the physician’s ingenuity is taxed to include 
a suitable variety of palatable foods when a high- 
protein diet of restricted sodium content is_ in- 
dicated. 

Certain basic foods that are now being processed to 
reduce their sodium content should prove to be of 
great help in the formulation of nutritionally adequate 
sodium-restricted diets. Because the manufacturing 
process employed to reduce the sodium may also affect 
the other nutrients present, information on the possible 
alterations in the nutritional value of these products 
should be made available by the manufacturers to 
physicians and dietitians.* 

In many parts of the country there is available liquid 
whole milk that has been processed so as to reduce 
its sodium content. The process involves passing the 
milk through an ion exchange resin in the cold (35- 
40 F), resulting in the replacement of sodium with 
an equivalent amount of potassium. The taste and 
flavor of the milk are affected very little. 


Comparative Compositions of Low-Sodium and Whole Milk 


Whole Milk 
Low-Sodium ——- 
Composition per Quart Mil USDA NRO 
Ash, 7.6 6.8 6.8 


The wealth of nutrients furnished by milk is no less 
important in sodium-restricted diets than in normal 
diets. The omission of milk from a sodium restricted 
diet makes it difficult to obtain the recommended 
amounts of protein, calcium, and riboflavin. Since 
sodium restriction necessarily limits the intake of meats 
and other so-called protective foods that normally 
have high sodium contents, the great potential value 
of a low-sodium milk in such diets is even more 
evident. 


Puitie L. Wurrte, Se.D., Secretary. 


In order to obtain more specific data on the nutrient 
values of the low-sodium milk available in the Chicago 
area, the Council requested two laboratories to ex- 
amine various samples. The table summarizes the 
chemical data obtained and compares it with the 
data for whole milk given in the United States De- 
partment of Agriculture Handbook No. 8 and the Na- 
tional Research Council Publication 254, “The Compo- 
sition of Milks.” The data represent seven different 
sumnples obtained over a three-month period. 


Sodium, less than 50 mg. 
Potassium, less than 2.5 mg. 
Thiamine, at least 0.15 mg. 
Riboflavin, at least 1.0 meg. 
Niacin, at least 0.4 me. 
Vitamin By, at least 300 meg. 
Vitamin B,., at least 3 mcg. 


On the basis of the table, it would appear that liquid 
whole milk processed to remove more than 90% of the 
sodium should be extremely useful to the physician 
prescribing sodium-restricted diets. It compares favor- 
ably with whole milk in many nutrients. When such a 
product is used, however, cognizance should be taken 
of the reduction by almost 50% of thiamine, niacin, 
and vitamin B,., and the reduction of calcium and 
vitamin B, to about 75% of their values in whole milk. 
The potassium content is increased to almost twice that 
of liquid whole milk. There is no reason to anticipate 
that this increase will have any adverse effect, since 
it is within the range of the normal physiological intake 
for adults of 3 to 5 gm. of potassium per day. Because 
of the increased potassium, the ash content of the low- 
sodium milk is about 12% greater than that of liquid 
whole milk. 

The Council urges that producers of low-sodium 
milk make periodic analyses of their product in order 
to assure that it meets the following tentative nutrient 
levels per quart: 

The Council stresses that the data given are limited 
and will not allow for the setting of final standards, 
but the tentative nutrient levels are presented for 
guidance in planning nutritionally adequate sodium- 
restricted diets. 

The Council wishes to acknowledge the cooperation of Dr. 
Henry Scott of the Wisconsin Alumni Research Foundation 
laboratories and Mr. James Kottemann of the chemical labora- 
tory of the American Medical Association in performing the 
chemical and microbiological analyses. 
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COMMITTEE ON COSMETICS 


Report to the Committee 


The following paper was presented at the symposium, “The Rational Use of Cosmetics in 
Medical Practice,” in Chicago, June 13, 1956. This symposium was sponsored by the Committee 
on Cosmetics in cooperation with the Section on Dermatology at the 105th Annual Meeting of 
the American Medical Association. This is the first in a series of papers that will appear in THe 


JOURNAL. 


Veronica Lucey Convey, Secretary. 


CLINICAL APPRAISAL OF DERMATOSES DUE TO COSMETICS 
Carl T. Nelson, M.D., New York 


The term “cosmetic dermatitis” refers to an eruption 
that results from contact of the skin with a cosmetic 
preparation. 

Mechanism 


A dermatitis from cosmetics may be caused in one 
of three ways: 

1. It may result from the direct chemical or physical 
irritation of normal, nonsensitized skin by an ingredi- 
ent in the cosmetic. Such a primary cutaneous irritant 
causes a dermatitis by its action at the site of contact 
without the need for a previous sensitizing exposure. 
In sufficient concentration it will produce a dermatitis 
in practically anyone exposed to its action for a suffi- 
cient length of time. Also included here are greasy 
cosmetics, which may cause pustule formation by 
blocking the pilosebaceous apparatus or miliaria by 
plugging the sweat pores. 

2. It may be caused by an otherwise harmless in- 
gredient to which the skin becomes allergic. The true 
cutaneous sensitizer usually does not produce a derma- 
titis on initial contact but does so after an incubation 
period of a week or more. When this acquired allergic 
sensitivity has developed, the entire skin will be sensi- 
tive to the agent upon subsequent exposure, 

3. It may result from contact with an ingredient 
that renders the skin locally hypersensitive to light of 
certain wavelengths. This is a so-called photosensitiza- 
tion dermatitis. 

Most of the infrequent dermatoses caused by cos- 
metics today are due not to the direct irritant or the 
photosensitizing properties of the cosmetic but to the 
fact that the patient becomes allergic to one or more 
of its ingredients. In other words, most of the cosmetic 
dermatoses seen at the present time are true acquired 
allergic sensitivities. (An exception to this is the com- 
mon housewife’s eczema, When an eczema is caused 
by the use of soap or similar products, the dermatitis 
results from direct irritant action rather than from 
allergic sensitization. ) 

On the other hand, a primary irritant may also be 
a sensitizer. When an individual becomes allergic to a 
primary irritant, reexposure to a very small amount of 
the agent will cause a dermatitis, although similar un- 
toward reactions are not produced in other persons 
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with that particular concentration. Some of the difter- 
ences in the behavior of primary irritants and true 
cutaneous sensitizers are shown in figures 1 and 2. 

A primary irritant may cause a dermatitis on first 
exposure if it is permitted to act in sufficient concen- 
tration for a sufficient length of time. As shown in fig. 
1, everyone exposed is ultimately affected by a primary 
irritant, although some will develop a dermatitis more 
readily than others. On the other hand, in the case of 
the true cutaneous sensitizer, only a certain percentage 
of those exposed will become sensitized and develop a 
dermatitis (fig. 2). Once a person becomes sensitized, 
however, subsequent contact with the allergen in the 
same or other areas of skin will cause a dermatitis. 

When a primary irritant also acts as a sensitizer, 
concentrations of the irritant that are too weak to affect 
normal skin may cause a dermatitis in the allergic 
person. For example, phenol in a concentration of 95% 
is a primary irritant and will cause a severe reaction 
in any normal skin, whereas a concentration of 0.1% 
will not irritate normal skin. A dermatitis produced by 
this very weak concentration of phenol is allergic in 
origin, Patch tests of 0.1% phenol on distant uninvolved 
areas of skin will give positive reactions in sensitized 
individuals but will cause no reaction in persons who 
are not allergic to this substance. 


Incidence 


The use of cosmetics is a very old art. However, it was 
not until the present century, when the use of cosmetics 
by women of the so-called civilized countries became 
more or less universal, that untoward reactions to cos- 
metics in the form of a dermatitis became a well-recog- 
nized clinical entity. As is usual in sensitization phe- 
nomena of this sort, the number of individuals sensitized 
is proportional to some extent to the degree of exposure 
(i. e., the number at risk) as well as the sensitizing pow- 
ers of the particular agents involved. For a long time 
dermatologists have recognized, studied, reported on, 
and treated these cases of cosmetic dermatitis. When 
sales in the cosmetic industry increased from 40 million 
dollars annually in 1914 to more than 1 billion dollars 
during recent years, the total number of cases of cos- 
metic dermatitis increased sufficiently to impress the 
physicians who were not dermatologists. 

It is extremely difficult, however, to obtain accurate 
data on the incidence of cosmetic dermatitis or un- 
toward reactions to the use of cosmetic agents. One 
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reason for this may be that only a relatively small 
percentage of persons with these reactions will consult 
a physician about them. Apparently, in most instances, 
the patients will recognize and remove the cause of 
their cosmetic dermatitis before it becomes severe 
enough to require medical attention. 

In any event, considering the ever-increasing use of 
cosmetics in recent years, the number of persons who 
develop dermatitis or other untoward reactions from 


IRRITANT 


% Patients with Dermatitis 


Conc. ¢ Time — 

Fig. 1.—Graph showing the behavior of primary cutaneous 
irritants. Weak concentrations of an irritant may affect few nor- 
mal skins, As the degree of exposure increases, however, more 
and more individuals will be affected. Beyond a certain point in 
concentration or time of exposure, a dermatitis will be produced 
in virtually everyone. 


their use is quite small. One must conclude, therefore, 
that the preparations available today are generally 
harmless. 

Not only is the true over-all incidence of cosmetic 
dermatitis difficult to estimate, but it is also hard to 
obtain accurate data on the relative frequency with 
which different types of cosmetic preparations cause 
a dermatitis. Experiences of various dermatologists 
differ in this regard. Moreover, some cosmetic agents 
that formerly were rather common causes of dermatitis 
now rarely are responsible for such reactions, At the 
present time, deodorants, depilatories, hair tonics and 
pomades, lipsticks, and nail polishes appear to be the 
more frequent causes of dermatitis due to cosmetics. 
Other cosmetics, of course, may also cause a dermatitis, 
but apparently they now do so relatively less often 
than do the aforementioned items. 


Diagnosis 


The cutaneous eruptions caused by the use of cos- 
metics ordinarily have the characteristics of a contact 
dermatitis. Redness and edema, with the formation 
of papules and vesicles, are the rule, but more chronic 
changes, such as lichenification and hyperpigmenta- 
tion, are rare. Usually the eruption is localized to the 
area of application of the cosmetic, but this is not 
always so, Sometimes the eruption appears at a dis- 
tance from the site of application of the cosmetic, as, 
for example, in the case of dermatitis from nail polish. 

The key to the diagnosis of a dermatitis due to cos- 
metics is the history of the patient. The appearance of 
the eruption, its localization, and clinical improvement 
after the discontinuance of the use of cosmetics are 
almost as important as the history in determining the 
diagnosis. The history is often difficult to elicit, and to 
do so may require some time and effort. A woman and 
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her cosmetics are not easily separated, and, although 
these patients do not mean to be dishonest, it is some- 
times difficult to convince them that their cosmetics 
have played them false. Incidentally, when taking a 
history with the view to eliminating cosmetics, it is 
surprising how many -patients do not consider wave 
set, shampoo, tooth paste, mouthwash, cologne, toilet 
water, and hand cream to be cosmetics. 

Once the diagnosis has been determined, it may be 
confirmed by selective patch testing or, better still, by 
producing some recurrence of the dermatitis through 
limited reuse of the suspected cosmetic. 

The patch test must never be used as a substitute 
for a good clinical history. A negative result means 
little, and, in actual practice, one may expect to confirm 
the diagnosis of a contact dermatitis in only about 
30 to 35% of cases through the use of such tests. Thus, 
patch tests are of limited value and should not be used 
indiscriminately. Instead they should be used selec- 
tively, as the suggestive leads obtained from a good 
clinical history indicate. In many cases the usage test 
will prove to be a more satisfactory procedure in con- 
firming the clinical diagnosis of a cosmetic dermatitis. 


Treatment 


If the key to the diagnosis of a cosmetic dermatitis 
is the history, the key to its treatment is avoidance. 
The treatment seldom presents a problem once the 
precipitating cause is removed. For this reason, the first 
step in therapy is the avoidance of all cosmetics of the 
type under suspicion. If there is doubt regarding the 
nature of the preparation responsible for the eruption, 
it is better to advocate complete elimination of all 
types of cosmetics for a while. 

The use of simple wet compresses and calamine 
liniment or a bland emollient ointment will usually 
suffice for local therapy. When the eruption has sub- 
sided, the patient may be instructed to resume the 
use of cosmetics by reintroducing one item at a time 


7% Patients with Dermatitis 
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Conc. ¢ Time 

Fig. 2.—Graph showing the behavior of cutaneous sensitizers. 
To some extent, the percentage of patients who become sensi- 
tized and show a dermatitis will be proportional to the degree 
of exposure; however, this percentage does not approach 100% 
as in the case of dermatitis occurring from a primary irritant. 


at not shorter intervals than every fourth day. In this 
way the patient will not be deprived of all of these 
accoutrements. Should the dermatitis recur, the cos- 
metic item added last will probably be responsible— 
the recurrence thus tending to confirm the etiological 
diagnosis. 
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NATIONWIDE NEED—EPIDEMIOLOGISTS 
GUEST EDITORIAL 
Thomas Parran, M.D. 


A recent editorial’ made a strong plea for applying 
the epidemiologic method to chronic and nonintec- 
tious diseases. Few would dissent. It will, however, be 
extremely difficult to put the recommendation into 
effect, since epidemiology now is suffering from a 
shortage of personnel at all levels, from field workers 
to bureau chiefs and trom students to professors. 
Shortages are found at all levels of government opera- 
tion—tederal, state, and local—as well as in depart- 
ments of universities and institutes engaged in pure 
research. There is, moreover, an acute shortage of 
teachers of epidemiology. 

Two things are required to meet this situation: more 
interested medical leaders and more adequate train- 
ing facilities. Of major concern is the matter of attract- 
ing additional competent physicians into the specialty 
of epidemiology. since present facilities, although 
limited, can train more students than apply. 


Dean, Graduate School of Public Health, University of Pitts- 
burgh. 
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Epidemiology has a great tradition and a great 
promise. We can go back 200 years to the classic 
studies of Sir George Baker* on lead as a cause of 
Devonshire colic. In more recent times epidemiology 
has supplied the essential clues for truitful laboratory 
and clinical investigations of pellagra” and _ goiter.’ 
The experience with mottled dental enamel’ and 
amyotrophic lateral sclerosis ° indicates that the etio- 
logical factors for certain diseases can be uncovered 
by purely epidemiologic means. In addition, it should 
be noted that we now are beginning to get substantial 
leads from epidemiologic studies in some aspects of 
mental illness.” 

There is general agreement as to the need for more 
epidemiologists. At the National Institutes of Health 
there now exist 25 vacancies for epidemiologists, and 
15 more are anticipated. Adding to this the large 
number of vacancies in other divisions of the Public 
Health Service, in our state and local health depart- 
ments, in departments of preventive medicine, and in 
schools of public health. the current demand totals 
many hundreds. and one may expect that the demand 
for personnel with epidemiologic training will con- 
tinue to grow. 

All of the health agencies mentioned are seeking 
physicians who, in addition to their clinical skills, have 
acquired the techniques and experience requisite for 
the study of disease among groups of people, investi- 
gations as intellectually challenging and professionally 
productive as are the more familiar laboratory or clin- 
ical studies of the individual patient. Epidemiologists 
need formal training in field methodology and in 
biostatistics as well as in inductive and deductive rea- 
soning. The added capacity for developing orderly 
procedures is useful. When this is combined with ad- 
vanced study of one or another specific disease and 
accompanied by practical field research, there emerges 
an epidemiologist. 

Although some examples can be cited of “home- 
grown epidemiologists, the majority are trained in 
schools of public health. where the bulk of their train- 
ing deals with group concepts of populations and with 
the man-environmental interrelationships. 

There are several obvious reasons why more young 
men are not turning to this exciting and promising 
field of investigation. In general, the medical student 
is—or should be—self-selected for his interest in re- 
storing individuals from sickness to health. Moreover, 
the curriculum in medical schools today tends to con- 
centrate interest upon the individual rather than upon 
population aspects of health and disease. Also, the 
majority of medical students who acquire a motivation 
for research are recruited promptly by their professors 
for laboratory and clinical studies. Too many medical 
students scarcely have heard the term epidemiology. 
Those who are familiar with it are apt to think of 
epidemiology as a specialty of earlier generations 
when infectious diseases loomed so large in medicine. 
There is now an equally interesting epidemiology of 
heart disease, of cancer, of mental illness, or arthritis, 
and of peptic ulcer—even of automobile accidents— 
to challenge superior talents. 

It would seem possible for the departments of pre- 
ventive medicine in our better medical schools to do 
something concrete about this challenge. For example, 
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their programs can be strengthened to include dra- 
matic illustrations of the population approach to the 
causes of some chronic diseases, and they can compete 
actively for those students who show promise of hav- 
ing that rare attribute, an original mind. In some 
instances such a policy will involve broadening the 
teaching and research programs in preventive medi- 
cine by the addition of a faculty member competent 
in epidemiology. In other instances it will involve 
strengthening departmental ties with state and local 
health agencies, to afford students the opportunity of 
viewing, as part of the curriculum in preventive medi- 
cine, the fascinating data with which every well- 
organized health office is constantly involved. There 
have been instances in which summer employment in 
a good city or county health department has stimu- 
lated interest in epidemiology. New research projects 
involving field work in the chronic diseases, our great- 
est contemporary medical challenge, can be linked 
directly to the clinical and laboratory study of a par- 
ticular disease. The financing of sound projects should 
be relatively easy, considering the substantial research 
funds now available through the several National In- 
stitutes of Health and from philanthropic sources. 

Many students whose attention is attracted to epi- 
demiology through their courses in preventive medi- 
cine will wish to enlarge their potentialities by spend- 
ing some time at a school of public health before go- 
ing on to responsible positions in field studies, teach- 
ing, or research. Such postgraduate training is made 
practicable through a program of fellowships recently 
authorized under Public Law 911. These fellowships, 
available to students in a wide variety of public health 
specialties, are awarded both through the schools and 
directly to individuals. At the postdoctoral level these 
fellowships provide a basic stipend to the student of 
$400 per month and $30 per month for each de- 
pendent, plus tuition, fees, and travel expenses. 

The nine approved schools of public health in the 
continental United States are prepared to accept stu- 
dents for epidemiologic training and for participa- 
tion in research projects now under way. Several of 
these schools are currently giving special attention to 
advanced epidemiologic training in the chronic 
diseases, using grant funds now available through the 
National Institutes of Health to schools of public 
health, medical schools, and other appropriate uni- 
versity departments to make possible expanded teach- 
ing programs both in epidemiology and in the related 
discipline of biometry. In our school at the University 
of Pittsburgh a pioneer program for the training of 
epidemiologists and biometricians, beyond the master 
of public health degree, has been initiated recently 
with a grant from the National Cancer Institute. 

The greatest need at the moment in every medical 
center is the development of an active relationship 
between potential students, the departments of pre- 
ventive medicine, and the schools of public health. It 
seems logical to believe that the need for epidemiolo- 
gists can be met in due course if professors of preven- 
tive medicine look upon the recruitment of young 
physicians for epidemiology as a major mission in the 
battle against disabling disease and premature death. 


EDITORIALS AND COMMENTS 743 


FACTS ON FATS 


Heart attacks each year dramatically personalize to 
many Americans the effects of stresses and other fac- 
tors on the human heart. The public’s concern for its 
own collective heart reaches a new high that washes 
waves of inquiries upon doctors whenever a prominent 
person is stricken. 

Scientists publicly claim that cholesterol should be 
more thoroughly investigated as a culprit in heart 
disease. Reading and hearing more about nutrition, 
many people have become increasingly concerned with 
their diet as it affects their hearts. Words and phrases 
like cholesterol, unsaturated fatty acids, atherosclero- 
sis, animal and vegetable fats, and lipoprotein are 
tossed at them in conversation, in print, and in gather- 
ings—and, inevitably, the words bounce around their 
doctors’ offices. And so the average citizen is bound to 
ask his doctor: “Is it true that fatty foods will hurt my 
heart? Am I drinking so much milk and eating so many 
eggs that my arteries are hardening? How could those 
foods be called nutritious five years ago, and called 
bad for the blood vessels today?” 

The discerning physician sees that such questions 
easily can be loaded. He recognizes, too, that it is an 
unfortunate but inevitable phenomenon when diet and 
the heart become paired in headlines. And the same 
physician, knowing a number of answers to questions 
on nutrition, also knows that many more answers still 
must be found. He has the choice of either keeping 
abreast with developments in nutrition or keeping an 
uninformed silence to the queries of his patients. 

It is because of the current wide interest in fats re- 
lating to diet and artery condition that the American 
Medical Association’s Council on Foods and Nutrition 
is Co-sponsoring a special symposium this month. 

Some 500 physicians and others interested in “Fats 
in Human Nutrition,” with particular attention to fats, 
cholesterol, and atherosclerosis, are expected to attend 
the all-day symposium on that subject March 15 at 
the Louisiana State University School of Medicine 
in New Orleans. Sessions and discussions will be led 
by such medical authorities in the field as Pediatrician 
L. Emmett Holt Jr., Physiologist Donald S. Fredrick- 
son, Pathologists W. Stanley Hartroft and Russell 
Holman, Biochemist Edward H. Ahrens Jr., Nutrition- 
ist Fredrick J. Stare, Prof. Roy H. Turner of the Tulane 
University of Louisiana School of Medicine, and by 
Ancel B. Keys, Ph.D., director of the University of 
Minnesota’s physiological hygiene laboratory. 

The meeting March 15 is also under the auspices of 
the Louisiana State University School of Medicine, 
the Orleans Parish Medical Society, the New Orleans 
Graduate Medical Assembly, and the Tulane Univer- 
sity School of Medicine. The meeting is designed pri- 
marily for physicians, but it is open to all interested 
persons—including nutritionists, food processors, drug 
manufacturers, hospital staffs, public health represent- 
atives, and home economists. Because general practi- 
tioners are particularly welcome, the American Acade- 
my of General Practice is giving six hours of credit (in 
category 1) for members who attend. 

The symposium will not solve all problems or an- 
swer all questions about fats and their relation to heart 
health, but it should help to dispel a number of mis- 
conceptions in a vital field. 
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ORGANIZATION SECTION 


The following bulletin, dated Jan. 15, 1957, is from 
the American Pharmaceutical Association, 2215 Con- 
stitution Ave., Washington 7, D. C.—Eb. 


MEDICINE AND PHARMACY CONSIDER 
MUTUAL PROBLEMS 


Report of Joint Meeting of Representatives of 
A. Ph. A., A. M. A. and N. A. R. D. 


The joint meeting of the Pharmacy Liaison Com- 
mittee of the Board of Trustees of the American 
Medical Association and the National Pharmacy Com- 
mittee on Relations with the Medical Profession which 
includes representatives of the American Pharma- 
ceutical Association and the National Association of 
Retail Druggists, held at the Drake Hotel in Chicago 
on December 15, opened up new avenues of co- 
operation between organized medicine and_phar- 
macy. Earlier joint meetings of these committees were 
devoted largely to discussions dealing with physician- 
owned pharmacies and the dispensing of drugs by 
physicians in the light of the provisions of the prin- 
ciples of ethics of the American Medical Association. 

While the 1956 meeting of the joint committees gave 
further attention to these subjects, it also broadened 
the base of the discussions between the representatives 
of the American Medical Association and the repre- 
sentatives of the A. Ph. A. and the N. A. R. D. 

Recently, representatives of the pharmacy group 
have been attending meetings of the House of Dele- 
gates of the A. M. A. and have had the opportunity to 
listen to discussions, in the reference committees of 
the House of Delegates and in the House itself, deal- 
ing with physician-owned pharmacies and dispensing 
of drugs by physicians. As is well known, the form of 
the principles of ethics, in their entirety, has been 
under review by the American Medical Association. 

Reports of the significance of proposed changes in 
the wording of the A. M. A. principles of ethics and 
their bearing on the practice of pharmacy have not 
always been accurate. It is well, therefore, to give 
some attention to what has actually been happening 
in this regard. 

At the June 1956 convention of the American Med- 
ical Association there was presented to the House of 
Delegates a proposed condensation of the present prin- 
ciples of medical ethics of the Association, which 
comprise 48 sections, into a preamble and 10 briefly 
worded sections. This revision was laid over last June 
for further consideration at the meeting of the House 
of Delegates held in Seattle November 27-30, 1956. 
At that meeting there was general agreement on all 
but two of the ten sections. These sections, known as 
Section 6 and Section 7, aroused considerable discus- 
sion because of their far reaching importance. 
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Section 6 reads as follows: “A physician should not 
dispose of his services under terms or conditions which 
will interfere with or impair the free and complete 
exercise of his independent medical judgment and 
skill or cause deterioration of the quality of medical 
care.” 

Section 7 reads as follows: “In the practice of medi- 
cine a physician should limit the source of his profes- 
sional income to medical service actually rendered by 
him to his patient.” 

With respect to the proposed Section 7, the A. M. A. 
representatives at the joint conference pointed out that 
the A. M. A. Council on Constitution and ByLaws 
which recommended its adoption to the House of 
Delegates did not intend to repeal or modify in any 
way the existing A. M. A. principle that a physician 
may supply drugs “as long as there is no exploitation 
of the patient.” The section was meant to refer prin- 
cipally to “fee splitting,” not to any physician-phar- 
macy relationship. 

It was further noted that interpretations of the pro- 
posed changes in the principles of medical ethics 
which have been published through some pharma- 
ceutical sources had little basis in fact with respect 
to their impact on pharmacy. Thus, when it was pro- 
claimed in some publications that the proposed con- 
densed code was “a great victory for pharmacy,” the 
failure to adopt the proposal at the first opportunity 
gave rise to another premature announcement of “a 
great defeat for pharmacy.” It was the feeling of the 
pharmacy representatives that physicians’ dispensing 
and ownership of pharmacies is but one facet of the 
development of current medical practice in which a 
campaign of education seems indicated to establish 
procedures which are fair to all concerned. 

Coming down to a discussion of the extent of the 
problem of clinic-owned pharmacies, it was pointed 
out that there is apparently an exaggeration in the 
figures which have been published from time to time 
in various places as to the number of physician-owned 
pharmacies and their alleged increase. A recent study 
of the number of clinics by competent observers does 
not bear out the suggestion that there has been a 
tremendous increase in the number of physician-owned 
pharmacies. 

The group practice of medicine is on the increase 
and it is estimated on the basis of preliminary figures 
that approximately 7,000 out of a total of 180,000 
individual practitioners are now associated with some 
form of group practice. Ten years ago the total number 
was about one-half of that. Not all of the group clinics 
have pharmacies associated with them. As a matter 
of fact, it is estimated that the number of group clinics 
having pharmacies owned by physicians is consider- 
ably less than 10 per cent. It was decided that studies 
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on the extent of physician-owned pharmacies should 
be made. This will be considered by the pharmacy 
members of the Joint Committee. 

The anticipated medical care programs to be offered 
to the 85th Congress in the field of medical legislation 
were also reviewed. Some attention was given to the 
influence of the “medicare” program which is getting 
under way for the families of members of the armed 
forces. There was general discussion of the increase 
in public funds for medical care and state welfare 
programs and the programs of labor unions and other 
groups endeavoring to work out some method of pay- 
ing for medical care and hospitalization on a group 
basis. 

Attention was also directed to the National Health 
Survey now being launched by the Public Health 
Service to determine the extent of illness throughout 
the United States on an annual basis. 

The interest of both pharmacists and physicians in 
the development of poison information centers was 
reviewed and the importance of greater cooperation 
on the part of both groups in this field was stressed. 

The importance of establishing closer relationships 
between medical and pharmacal groups at the local 
level in order to promote the advantage of the dis- 
cussions at the national level was stressed in the dis- 
cussions, and both the representatives of medicine and 
pharmacy pledged themselves to enlist the cooperation 
and support of the state and local groups in working 
out our common problems. 

Ronald V. Robertson, Chairman of the A. Ph. A. 
Committee on Professional Relations, presided at the 
joint meeting since the American Pharmaceutical As- 
sociation was the host on this occasion. Other A. Ph. A. 


members of the committee are John B. Heinz, Chair- 


man of the Council and Robert P. Fischelis, Secretary 
of the Association. The N. A. R. D. was represented by 
Frank Moudry and John J. McKeighan, Past-Presi- 
dents, Harry J. Towers, Assistant Executive Secretary 
and Peter Sletterdahl, Editor of the N. A. R. D. Journal. 
The American Medical Association was represented 
by Dr. James R. McVay, Dr. James R. Reuling and 
Dr. Julian P. Price, all members of the Board of 
Trustees, Dr. Ernest B. Howard, Assistant Secretary 
and Mr. C. Joseph Stetler, Director of the A. M. A. 
Law Department. 
National Pharmacy Committee on Relations with the Medical 
Profession 
American Pharmaceutical Association: Robert P. Fischelis, John 
B. Heinz, Ronald V. Robertson. 


National Association of Retail Druggists: John J, Mckeighan, 
Frank Moudry, Mearl D. Pritchard. 


A. M. A. SPONSORS DOCTOR-LAWYER MEET- 
INGS 


More than 300 doctors and lawyers in Atlanta, Ga.; 
Denver; and Philadelphia will meet in March at the 
invitation of the American Medical Association to dis- 
cuss mutual problems of the two professions. The day- 
and-a-half meetings have been scheduled as a follow- 
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up to three similar sessions held in other cities in the 
fall of 1955. The Friday and Saturday symposiums 
will be held March 15-16 at the Atlanta-Biltmore 
Hotel, Atlanta; March 22-23 at the Cosmopolitan 
Hotel, Denver; and March 29-30 at the Benjamin 
Franklin Hotel, Philadelphia. 

Topics to be discussed include trauma and disease, 
medical expert testimony, and the medical witness. On 
Friday afternoon, Dr. Herman A. Heise of Milwaukee 
will speak on the use and background of scientific 
tests for intoxication to be followed by a mock-trial 
demonstration. Participants in the mock trial include 
A. M. A. staff personnel and Lieut. Robert Borken- 
stein, inventor of the testing device known as the 
“Breathalyzer.” 

On Saturday morning, a doctor-lawyer panel will 
discuss trauma and cancer. After luncheon, Irving 
Goldstein, a Chicago attorney, author of “Trial Tech- 
nique” and “Medical Trial Technique” and editor of 
Medical Trial Technique Quarterly, will speak on the 
medical witness and expert medical testimony. The 
program will close with a showing of the movie “The 
Medical Witness.” 

A. M. A. spokesman in Atlanta and Philadelphia 
will be Dr. David B. Allman, President-Elect, and, in 
Denver, Dr. George F. Lull, Secretary-General Man- 
ager. American Bar Association representatives include 
David Maxwell, president, in Philadelphia; E. Smythe 
Gambrell, immediate past-president, in Atlanta; and 
Thomas M. Burgess, member, board of governors, in 
Denver. 

Registration fee for each symposium will be $5, to 
cover the cost of the luncheon and any published pro- 
ceedings. Advance registrations should be sent imme- 
diately to the A. M. A. Law Department. 


NEW MEDICOLEGAL FILM 


A medicolegal film on professional liability will have 
a premiére Wednesday evening, June 5, during the 
American Medical Association Annual Meeting in New 
York City. This film, the second in a series of six on 
various medicolegal problems, is being produced by 
the Wm. S. Merrill pharmaceutical company in coop- 
eration with the A. M. A. and the American Bar Asso- 


_ciation, There was great interest among doctors and 


lawvers in the first film, “The Medical Witness,” which 
was first shown at the 1956 Clinical Session in Seattle. 


STANDARD NOMENCLATURE INSTITUTES 


The American Medical Association recently an- 
nounced that a short course on the use of the Standard 
Nomenclature of Diseases and Operations in the doc- 
tor’s office, clinic, or hospital will be held June 17-19 
at the Indiana University Medical Center, Indianap- 
olis. Two other institutes have been scheduled in 1957: 
March 11-13 in Roanoke, Va., and Aug. 5-7 in San 
Francisco. These three-day meetings are conducted 


> 
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by the A. M. A. as a special service to medical record 
_ librarians and others using the Nomenclature in their 
work. Tuition is free. Applications should be sent to 
Mrs. Adaline C. Hayden, C.R.L., associate editor of 
the Nomenclature, at A. M. A. Headquarters, 535 N. 
Dearborn St., Chicago 10. 


AREA MEDICAL SERVICE MEETINGS 


A number of regional meetings have been scheduled 
this spring by committees of the American Medical 
Association Council on Medical Service. Representa- 
tives of similar state committees will be invited to 
each session. 

Committee on Maternal and Child Care.—March 
30-31 in Philadelphia for the New England and Middle 
Atlantic states. The group will consider proposed 
guides for perinatal death studies similar to those pre- 
pared for maternal death studies. 

Committee on Federal Medical Service.—March 
16 in Reno, Nev., for the Rocky Mountain and Pacific 
Coast states; April 6 in New York City for the New 
England and Middle Atlantic area. The principal dis- 
cussion topic will be the A. M. A. policy on care for 
veterans with non-service-connected disabilities in 
Veterans Administration hospitals. 

Committee on Aging.—April 27-28 in Dallas, Texas, 
for the Southwestern states. Over-all problems in the 
field of aging and the role of medicine and medical 
societies in meeting these problems will be discussed. 


FILM ON HEREDITY AVAILABLE 


The basic story of heredity and sex roles and atti- 
tudes within the framework of heredity and environ- 
ment is dramatically told in a new color film that has 
recently been added to the American Medical Asso- 
ciation Film Library. The 18-minute sound film, “Hu- 
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man Heredity,” was designed primarily for junior high 
school students, although older persons also will find 
it informative. One of the primary purposes of this 16- 
mm. film is to stimulate group discussion on this ex- 
tremely important health subject. Medical societies 
may book the film through A. M. A. Council on 
Scientific Assembly Motion Pictures and Medical Tele- 
vision. 


TELEVISION SHOW ON BLOOD 


“Hemo the Magnificent,” an unusual television pro- 
duction about the blood and its circulation, will be pre- 
sented over the CBS network Wednesday, March 20 
(9 p.m. EST). The hour-long program is the second in a 
series of authentic science programs produced for gen- 
eral television viewing by the Bell Telephone System. 

Animation, documentary film, and medical film are 
combined to present essential scientific data about the 
blood. One sequence shows the actual flow of blood 
through the arteries, capillaries, and veins in motion 
pictures taken through a powerful microscope. An- 
other shows the beating of a human heart in slow 
motion. Others explain the complicated circulatory 
system in a simple way, present a theory of the evolu- 
tion of blood, and demonstrate the effect of knockout 
and shock on blood circulation. Like “Our Mr. Sun,” 
the first science series program, “Hemo the Magnifi- 
cent” ends by showing scientists at work on research 
problems. 

Academy Award winner Frank Capra produced and 
directed the program. Dr. Frank Baxter plays the role 
of Dr. Research. Richard Carlson is featured as the 
fiction writer. Special medical advisors on “Hemo the 
Magnificent” included Dr. Maurice B. Visscher, Uni- 
versity of Minnesota; Dr. Chauncey D. Leake, Ohio 
State University; Dr. Gordon K. Moe, State University 
of New York; and Dr. Allan Hemingway, University 
of California at Los Angeles. 


MEDICINE AND THE LAW 


MEDICOLEGAL HAZARDS OF ANESTHESIA 


William G. Hawkins, London, England 


Four years ago a British high court judge delivering 
judgment in a law suit, a case in which a patient had 
died after an injection of thiopental (Pentothal) so- 
dium, said: “It is a fact that to anaesthetise a human 
being, to deprive him of consciousness outright, is to 
take a considerable step along the road to killing him.” 
American doctors will doubtless share with their Brit- 
ish colleagues the feeling that the learned judge was 
taking an unjustifiably dim view of the expectation of 
life of a person about to be anesthetized. Nevertheless, 
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they will agree that in the administration of an anes- 
thetic even comparatively minor degrees of lack of 
skill and knowledge can result in the direst conse- 
quences. 

New techniques and developments in anesthesia 
have increased both the scope and safety of surgery— 
brain and lung surgery are examples. Compared with 
the number of lives that have been saved, and condi- 
tions that have been cured or relieved by surgery made 
possible only because of modern techniques of anes- 
thesia, the number of deaths and injuries resulting 
from anesthetics is quite insignificant. At the same time 
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it cannot be denied that new drugs, appliances, and 
techniques, in addition to the great benefits they be- 
stow on mankind, inevitably bring in their wake new 
risks of accidental overdosage, undue sensitivity, and 
other hazards previously unknown. Obviously, the 
more complex the work of the anesthetist becomes, the 
greater must be the possibility of human error. 

In Great Britain the postwar vears have seen an 
alarming growth in the number of law suits brought 
against doctors, particularly those employed by hos- 
pital authorities. It is not intended in this article to 
discuss the cause of this spate of medical litigation. 
However, it may have been influenced by the introduc- 
tion in 1948 of the State Health Service, followed a 
vear later by a state-sponsored Legal Aid Scheme, 
under which persons in the lower income groups are 
enabled to prosecute claims for damages at no expense 
or, according to their means, at comparatively small 
expense to themselves. 

Inevitably some of these suits have been against 
anesthetists. It is of interest to examine some of the 
untoward incidents connected with anesthesia that 
have given rise to claims for damages in recent years, 
and to consider the legal principles that the courts 
apply when deciding whether the anesthetist is liable. 


Legal Principles 


In theory the legal principles involved are simple 
enough, but their application to a given set of facts 
will often, for reasons apparent later, cause consider- 
able difficulty. 

In a nutshell, the English law of negligence in rela- 
tion to doctors requires that the practitioner bring to 
his task a reasonable degree of skill and knowledge 
and exercise reasonable care. He is not liable because 
someone else with greater skill and knowledge would 
have prescribed different treatment or acted in some 
other way. The doctor is only liable if he himself has 
failed to exercise the degree of skill and care that 
ought reasonably to be expected of a normal and pru- 
dent practitioner of his experience and standing. Fail- 
ure to exercise the standard required by the law 
amounts to negligence and renders the doctor liable 
for any damage or loss directly attributable to such 
failure on his part. 

So far so good. But medical knowledge, fortunately 
for the human race, does not stand still. It is con- 
stantly progressing, and as it does, the standard by 
which “reasonable skill and care” is judged becomes 
commensurately higher. Procedures unknown, or prac- 
tically unknown, today become the normal practice, 
the reasonable skill and care, of tomorrow. It works the 
other way too, for acts and omissions that today might 
constitute negligence would not have been regarded 
as such a few years ago. It is the normally accepted 
practice that the standard of knowledge prevailing at 
the time of the incident must be applied when consid- 
ering whether the doctor has been guilty of negligence. 
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The last-mentioned point is well illustrated by a case 
that went to the court of appeal last year, the facts of 
which briefly were as follows. The plaintiff entered 
the hospital in 1947 for a surgical operation and re- 
ceived a spinal anesthetic consisting of dibucaine ( Nu- 
percaine) hydrochloride. The anesthetic was con- 
tained in a glass ampul that had been immersed in 
a phenol solution prior to use. After the operation the 
patient developed spastic paraplegia that resulted in 
permanent paralysis fromm the waist downward. He 
sued the hospital authority and the anesthetist for 
damages, and at the trial it was found that the plain- 
tiffs injuries had been caused by the dibucaine be- 
coming contaminated by the phenol, which had been 
percolated through molecular flaws or invisible cracks 
in the ampul. Tt was held by the court of appeal that, 
having regard to the standard of knowledge to be im- 
puted to competent anesthetists in 1947, the defendant 
anesthetist could not be found to be guilty of negligence 
in failing to appreciate the risk of phenol percolating 
through molecular flaws in glass ampuls. Lord Justice 
Denning in delivering judgment said: 

We should be doing a disservice to the community if we im- 
posed liability on hospitals and doctors for everything that hap- 
pens to go wrong. Doctors would be led to think more of their 
own safety than of the good of their patients. Initiative would be 
stifled and confidence shaken. A proper sense of proportion re- 
quires us to have regard to the conditions in gvhich hospitals 
and doctors work. We must insist on due care for the patient, 


but we must not condemn as negligence that which is only mis- 
adventure. 


Liability of Anesthetist and Physician 


The complexity of present-day anesthesia apparatus 
would surprise anesthetists of a generation or so ago. 
Every modern device to ensure efficiency and secure 
safety and comfort for the patient has been fitted. 
The possibility of human error has been reduced to 
a minimum. Notwithstanding this, every now and then 
a catastrophe occurs, due perhaps to a defective com- 
ponent, or to the machine being wrongly set up, or 
sometimes to interference with the machine by some 
other person without the anesthetist’s knowledge. What 
is the anesthetist’s legal position in such event? 

In the first place, it is the unquestioned duty of the 
anesthetist to check the apparatus and make sure 
everything is as it should be before he begins to ad- 
minister the anesthetic. If he fails to do this, he is liable 
for the consequences if there is something amiss that 
he ought to have observed. But the position is not 
always as simple as that. The anesthetist is not a 
guarantor that the apparatus is in perfect order. He 
is only liable at law if he fails to take those steps 
to satisfy himself that all is correct that a careful and 
prudent anesthetist would take. He is not, for ex- 
ample, liable if there is some latent defect that a 
reasonably careful examination would not reveal, or 
because unknown to him the apparatus has been inter- 
fered with by some other person during the operation. 
However, there are circumstances in which a reason- 
ably competent and careful practitioner would have 
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quickly become aware that something was wrong, 
and would have taken appropriate steps for the pa- 
tient’s safety. In such an instance, if the anesthetist 
fails to appreciate the emergency soon enough or fails 
to take the appropriate remedial measures, he may be 
held liable. 

In cases where death or injury results from the in- 
jection of the wrong type of solution or an overdose 
of the correct type, it is usually difficult to put forward 
a successful defense. Nevertheless, there may be cases 
in which the solution proves to be the wrong one, or to 
be an overdose, only for that particular patient. In 
such cases the doctor would only be held liable if he 
knew or ought reasonably to have known of the pa- 
tient’s undue sensitivity or of any special risks in using 
that particular drug, or quantity of it, in that case. 

Although the danger of arm injury due to abduction 
under anesthesia is now well known, it should not be 
concluded that damage from this cause is necessarily 
the liability of the anesthetist or the surgeon, which- 
ever was responsible for the positioning of the arm 
affected. It may be unavoidable for the success of 
the operation, or in order to save the patient’s life, 
as in an immediate blood transfusion, that the patient 
should undergo some risk due to positioning. The 
legal liability of the doctor in such circumstances is 
limited to ensuring that the patient is not subjected 
to any unnecessary or unreasonable risk. | 
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The breakage of a needle during the course of an 
injection sometimes leads to a claim being made 
against the doctor. Provided the doctor has acted with 
skill and care, he is not liable. The fact that a needle 
breaks is often due to a defect in the needle itself 
of which the practitioner cannot possibly be aware, or 
to an involuntary movement by a nervous patient. 
In neither of these cases ought the doctor to be held 
liable. 

Another class of accident that too frequently gives 
rise to claims consists of cases in which burns and 
other injuries are suffered by patients while they are 
under anesthesia and in consequence are deprived 
of the normal reflex action. Claims in these cases are 
often difficult to defend successfully and, indeed, the 
circumstances may be such that the legal maxim res 
ipsa loquitur applies. That does not mean that the 
anesthetist alone is personally liable, but he, and 
everyone else present and responsible for the safety 
of the patient, is expected to appreciate the risks of 
this nature to which an unconscious person is subject 
and to take all reasonable precautions to avoid any 
such injury. 

There are of course other accidents or errors that are 
potential risks in anesthesia, but the principles and 
considerations mentioned apply generally to all suits 
for negligence against anesthetists in British courts 
of law. 
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SUPPLEMENTAL LISTING OF HOSPITALS APPROVED 
FOR RESIDENT TRAINING IN SURGERY 


As announced in THE JouRNAL on Nov. 24, 1956, 
page 1257, the Conference Committee on Graduate 
Training in Surgery has approved certain hospitals in 
Category IV. At the time of the publication of the 
Internship and Residency number of THe JouRNAL 
(Sept. 22, 1956), action of the Committee in establish- 
ing this category had not been ratified by the organiza- 
tions represented on the Committee, which are the 
American Board of Surgery, the American College of 
Surgeons, and the Council on Medical Education and 
Hospitals. This action has now been ratified, and ac- 
cordingly the following list is published. 

Residency programs in the following hospitals de- 
voted to special areas of surgical training have been 
approved by the Conference Committee on Graduate 
Training in Surgery for additional training following 
completion of an approved residency in general sur- 
gery. The American Board of Surgery will accept train- 
ing in these hospitals toward meeting the practice 
requirements for Group II candidates (J. A. M. A. 
159:479-481 [Oct. 1] 1955; ibid. 162:411 [Sept. 22] 
1956). 


Name of Hospital Location Chief of Service 
Children’s Hospital.......... Pre C. G. Freed 
Children’s Memorial 

Hospital CHICAO W. J. Potts 
Children’s Hospital.......... EET: R. E. Gross 
Pondville Hospital .......... Walpole, Mass.....E. M. Daland 
Westfield State 

Sanatorium .................. Westfield, Mass...F. S. Hopkins 
Ellis Fischel State 

Cancer Hospital .......... Columbia, Mo.....N. DeW. Rodes 
Francis Delafield 

Hospital New York .......... G. H. Humphreys I! 
Memorial Center for 

Cancer and Allied 

Diseases New York .......... H. T. Randall 


Children’s Hospital.......... Columbus, Ohio..H. W. Clatworthy 
Children’s Hospital.......... Philadelphia. ...... C. E. Koop 
Children’s Hospital.......... Pittsburgh .......... S. P. Harbison 


University of Texas M. D. Anderson 
Hospital and Tumor 
Clinic Houston, Texas....E, C, White 


Children’s Orthopedic 


‘ . 
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MEDICAL NEWS 


CALIFORNIA 


Typhoid Fever.—The Los Angeles City Health De- 
partment has reported two cases of typhoid fever in 
persons who had eaten at the same drugstore counter. 
Salmonella typhosa, phage-type B;, was isolated from 
a blood specimen of one patient, and a_ positive 
agglutination reaction was found in a specimen from 
the other patient. Stool and urine specimens were col- 
lected from 29 employees of the drugstore, and a 
“pantry girl” was found to be a carrier of the same 
organism as that isolated from one of the patients. 


Pediatric Accidents.—Results of a year-long survey per- 
formed by the California Home Safety Project and the 
San Francisco City-County Health Department indi- 
cate that more than one-third of home accidents 
reported from San Francisco emergency hospitals hap- 
pened to children under 4 vears of age and more than 
half occurred to children under 14. The following 
tvpes of accidents accounted for the heavy incidence 
of home accidents suffered by San Francisco children: 
falls on the floor or stairs; accidents caused by striking 
against objects such as furniture and doors; swallowing 
overdoses of medicines or medicines not meant to be 
taken by mouth (more than half of these were among 
children between 2 and 3 vears old); accidents due to 
being caught in a door or a washing machine wringer 
(half the wringer accidents were to 3-vear-olds ); ac- 
cidents due to falls from furniture; and children spill- 
ing hot water or coffee over themselves. 


CONNECTICUT 


Cancer Conference.—The 10th annual Connecticut 
Cancer Conference for Physicians will be held March 
13, 12:45-5 p. m., at the Hotel Statler, Hartford. The 
opening address, “A Challenge for 1957,” by Dr. Ed- 
ward J. Ottenheimer, Willimantic, president, American 
Cancer Society, Connecticut division, will be followed 
by a symposium on intraoral and pharyngeal neo- 
plasms, moderated by Col. James E. Ash, U. S. Army 
Medical Corps, retired, Washington, D. C., former 
scientific director of the American Registry of Pa- 
thology and the Armed Forces Institute of Pathology. 
“Clinical Background and Diagnostic Aspects” will be 
presented by Dr. Henry P. Royster, associate professor 
of surgery, University of Pennsylvania School of Medi- 
cine, Philadelphia; “Pathologic Considerations” by 
Colonel Ash; “The Role of Radiation Therapy” by Dr. 
Gilbert H. Fletcher, chief, department of radiology, 
University of Texas, and director of radiation therapy, 
University of Texas M.D. Anderson Hospital and 
Tumor Institute, Houston; and “The Role of Surgery” 
by Dr. Grant E. Ward, associate professor of surgery, 
Johns Hopkins University School of Medicine, Balti- 
more. The conference will be presented under the 
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joint sponsorship of the Connecticut State Medical 
Society; the Connecticut division, American Cancer 
Society; the Association of Connecticut Tumor Clinics; 
and the Connecticut State Department of Health. 


DISTRICT OF COLUMBIA 


Personal.—Dr. Myron E. Wegman, Washington, D. C., 
since 1952 chief of the division of education and train- 
ing of the Pan American Sanitary Bureau, has been 
appointed secretary-general of the bureau. Before join- 
ing the staff of the bureau, he was head, department 
of pediatrics, Louisiana State University School of 
Medicine, New Orleans. 


Martin Buber to Deliver Memorial Lectures.—The 
Washington School of Psychiatry and the William 
Alanson White Psychiatric Foundation announce that 
Martin Buber, Ph.D., will give the fourth William 
Alanson White memorial lectures, March 18-25 and 
April 1-8. Dr. Buber, who has served since 1938 as 
professor of social philosophy at Hebrew University 
in Jerusalem, will have as his topic “What Can Phil- 
osophical Anthropology Contribute to Psychology?” 
Tickets ($10 for the series) may be obtained from the 
Washington School of Psychiatry, 1703 Rhode Island 
Ave. N. W., Washington, D. C. 


FLORIDA 


Society News.—The Dade County Medical Association 
has moved from its former headquarters at 139 N. E. 
First St., Miami, to its own building at 2 S. E. 13th St., 
Miami (phone: FRanklin 1-2601). Mr. John C. Lee is 
executive secretary. 


Medical Meeting in Orlando.—The third annual Cen- 
tral Florida Medical Meeting will convene March 14 
in the San Juan Hotel, Orlando, under the sponsorship 
ot the Orange County Medical Society. Clinics will be 
conducted at 8 a. m. at the Orange Memorial Hos- 
pital. At 10:30 a. m. the following program will be 
presented: 

Radioactive Isotopes, Herbert D. Kerman, Daytona 

each. 

Problem of Portal Hypertension, Jack D. Myers, University of 
Pittsburgh School of Medicine. ; 

Minor and Office Gynecological Procedures, Robert H. Barter, 
George Washington University School of Medicine, Washing- 
ton, D. C. 

Obstructive or Surgical Jaundice, John T. Reynolds, University 
of Illinois College of Medicine, Chicago, 


A cocktail hour, 6-7 p. m., will precede the banquet. 


ILLINOIS 


Lecture in Winnetka.—Emily H. Mudd, Ph.D., as- 
sistant professor of family study, department of psy- 
chiatry, University of Pennsylvania School of Medi- 
cine, Philadelphia, will present “Premarital Counsel- 
ing,’ March 6, 8 p. m., at the North Shore Health 
Resort, 225 Sheridan Rd., Winnetka. Physicians and 
allied professional personnel are cordially invited. 


> 
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Meeting on Tuberculosis.—The eighth annual Spring 
Conference on Tuberculosis, sponsored by the Tuber- 
culosis Institute of Chicago and Cook County, will 
convene March 14-15 at the Hotel Sherman, Chicago. 
During the opening session Thursday morning, Dr. 
J. Arthur Myers, professor of medicine, University of 
Minnesota Medical School. Minneapolis, will speak on 
tuberculosis as the number-one contagious problem of 
public health. Dr. John J. Brosnan, member of the 
institute’s board of directors, will give a review of the 
local facilities available for tuberculosis control. “Hori- 
zons of Tuberculosis Research” will be discussed by 
Dr. Guy P. Youmans, chairman, department of bac- 
teriology, Northwestern University Medical School. 
Chicago. Problems of the industrial physician will be 
discussed by Dr. William Sawver, Rochester, N. Y.. 
during the Thursday luncheon session. In the after- 
noon a joint session, sponsored in cooperation with the 
Chicago branch of the Hlinois Trudeau Society, will 
include a panel discussion of tuberculosis problems 
outside the sanitarium and a presentation by Dr. Rene 
]. Dubos, Rockefeller Institute for Medical Research. 
New York, on early diagnosis of tuberculosis. The 
Friday morning session will be devoted to panels on 
the finding of tuberculosis cases and on tuberculin 
testing. The luncheon session wil] be addressed bv 
]. Martin Klotsche, Ph.D., provost, University of Wis- 
consin, Madison, on voluntary institutions as America’s 
strength. Group discussions on rehabilitation, nursing, 
and health education as they affect the tuberculosis 
program will be held Friday afternoon. There is no 
charge for registration, and the meeting is open to the 
public. Reservations for the luncheon session at $2.50 
each may be made in advance by writing to James G. 
Somerville, Tuberculosis Institute, 1412 W. Washing- 
ton Blvd., Chicago 7. 


Chicago 

Meeting on Physical Medicine.—The Chicago Society 
of Physical Medicine and Rehabilitation will meet 
March 13, 8 p. m., in lecture room A, Stritch Schoo! 
of Medicine, Loyola University (706 S. Wolcott Ave.). 
Dr. Miland E. Knapp, director of rehabilitation and 
physical medicine, Sister Elizabeth Kenny Institute. 
Minneapolis, will have as his subject “Fractures and 
the Physiatrist.” 


Meeting of Orthopaedic Society.—The Chicago Ortho- 
paedic Society will meet for dinner at the Palmer 
House (RA. 6-7500) March 8, 6:45 p. m. The program 
at 8 p. m. will consist of a panel discussion, “Injuries 
of the Os Calcis and the Other Bones and Joints of the 
Tarsus” by Drs. Manley A. Page, Oak Park; Sam W. 
Banks and John J. Fahey, Chicago; and Newton C. 
Mead, Evanston; with Dr. James K. Stack, Chicago, 
as moderator. All physicians are cordially invited to 
the scientific program. 


Lectures on History of Surgery.—Dr. Lloyd G. Steven- 
son, professor of the history of medicine, McGill Uni- 
versity, Montreal, Canada, will present the sixth in a 
series of lectures on the history of surgery at the In- 
ternational Surgeons Hall of Fame, 1524 Lake Shore 
Dr., March 12. 8 p. m. His subject will be “British 
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Anatomists and Surgeons.” The lecture is open to 
physicians, medical technicians, medical students, and 
the public. Reservations should be made through Miss 
Margaret Lehman, International College of Surgeons, 
1516 Lake Shore Dr., Chicago 10. 


Personal.—Dr. Tibor Benedek. associate clinical pro- 
fessor of dermatology, Stritch School of Medicine, 
Loyola University, has been appointed editor-in-chief 
of Mycopathologia et Mycologia Applicata, an inter- 
national journal for mycological research.——Dr. Ivan 
Boszormenvi-Nagy, research associate, department of 
psychiatry, University of Illinois College of Medicine 
since 1950, has been appointed assistant professor of 
psychiatry at the State University of New York College 
of Medicine in Syracuse. He obtained his M.D. degree 
at the University of Budapest, Hungary, in 1944 and 
was associated with that university until he came to 
the United States in 1948.-—Dr. John A. D. Cooper, 
assistant dean of Northwestern University Medical 
School, has been appointed to serve on the Atomic 
Energy Commission advisory committee on isotope 
distribution. Dr. Cooper, who established the medical 
school’s radioisotope unit in 1947, will help determine 
policies for the use of radioisotopes in medicine and 
policies for the distribution of radioactive materials. 


MICHIGAN 

Cerebral Palsy Clinics.—Cerebral palsy clinics will be 
held by Dr. Mever A. Perlstein, Chicago, for the Mich- 
igan Society for Crippled Children and the Michigan 
Commission for Crippled Children, March 13-14 in 
Battle Creek. Mich. 


University News.—John H. Gaeth, Ph.D., former di- 
rector of the hearing clinic at Northwestern University, 
has been named professor of speech and director of 
the hearing clinic at Wayne State University, Detroit. 
He will also work closely with Wayne's speech clinic 
and will teach the saving of hearing in schools, hos- 
pitals. and related organizations. 


NEW YORK 

Lectures on Muscle and Cell Motility.—The Muscular 

Dystrophy Associations of America announces the fol- 

lowing series of lectures on “The Motility of Muscle 

and Cells” by Prof. Hans H. Weber, director, Institute 
of Physiology, Max-Planck Institute for Medical Re- 
search, Heidelberg, Germany: 

March 4, 5 p. m., Columbia Medical Center, Amphitheatre A, 
630 W. 168th St.; Phenomena and Conditions in the Interior 
of the Muscle Fiber During Contraction and Relaxation. 

March 6, 4 p. m., Rockefeller Institute for Medical Research, 
Main Entrance, 66th and York avenues: Facts and Theories 
Concerning the Mechanism of the Contraction Phase of the 
Muscle. 

March 8, 5 p. m., New York University Washington Square 
Center, Main Building, Room 709, Waverly and Washington 
Place; Four Mechanisms Involved in the Movement of Cells. 


Physicians are invited to attend. 


Dr. Curran Resigns Deanship.—Dr. Jean A. Curran, 
Brooklyn, associate executive dean for medical edu- 
cation, State University of New York, has resigned 
from that position to become full-time consultant to 
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the trust for charity established by the late William 
Bingham 2nd of Bethel, Maine. He will continue as 
consultant to the university and professor of the his- 
tory of medicine at its Downstate Medical Center in 
Brooklyn. Dr. Curran, who was dean and president of 
the Long Island College of Medicine from 1937 to 
1950, continued as dean after 1950, when the college 
became part of the State University of New York, un- 
til his appointment as the university's associate execu- 
tive dean for medical education in 1954. As consultant 
to the William Bingham 2nd Trust for Charity, Dr. 
Curran will study its postgraduate medical program, 
which is said to have made unique contributions to 
the advancement of medical care in rural areas of 
Maine and Massachusetts. 


New York City 

Appoint Professors of Anatomy.—Drs. Louis L. Berg- 
mann and Joseph Pick, department of anatomy, New 
York University College of Medicine of New York 
Universitv-Bellevue Medical Center, have been pro- 
moted to full professors. Dr. Pick, who joined the staff 


of the college of medicine in 1938, had previously 


been on the faculty of the University of Vienna and 
served as consultant to the World Health Organiza- 
tion, United Nations, in Geneva. Switzerland. Dr. 
Bergmann, who has been with the college of medicine 
since 1944, was previously affiliated with the Anatom- 
ical Institute, University of Vienna Medical School. 


Personal.—Dr. Jacob Buckstein has been reelected 
president of the medical board of Beth David Hos- 
pital, 321 E. 42nd St., where he is chief of the gas- 
troenterological services.——Dr. Alvin 1. Goldfarb has 
been appointed to the newly created post of consultant 
on psychiatric services for the aged in the state de- 
partment of mental hygiene. Dr. Goldfarb, who since 
1949 has been chief of the department of neurology 
and psychiatry of the Home for Aged and Infirm He- 
brews in New York City, is an assistant attending psy- 
chiatrist at Mt. Sinai Hospital, assistant psychiatrist at 
Presbyterian Hospital, and an instructor in psychiatry 
at the Psychoanalytic Institute for Training and Re- 
search of Columbia University.——Dr. John Caffey, 
Columbia—Presbyterian Medical Center, recently de- 
livered the Mackenzie Davidson Memorial Lecture 
and received a medal and award of the British Insti- 
tute of Radiology at its annual meeting in London. 
He also discussed “Infantile Cortical Hyperostosis” 
before the Orthopaedic Section of the Royal Society 
of Medicine. 


PENNSYLVANIA 

Philadelphia 

Lectureship by Dr. Harold Wolff.—The Mu chapter of 
Phi Delta Epsilon fraternity at the Jefferson Medical 
College of Philadelphia will hold its 11th annual lec- 
tureship March 15, 8:15 p. m., in McClellan Hall. The 
guest speaker, Dr. Harold G. Wolff, professor of medi- 
cine, Cornell University Medical College, New York, 
will discuss “Headache Mechanisms.” 
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TEXAS 


Clinical Conference in Dallas.—The 26th annual 
Spring Clinical Conference of the Dallas Southern 
Clinical Society will convene March 18-20 at the 
Statler-Hilton, Dallas. Guest speakers will include 
Drs. Carl E. Badgley, Ann Arbor, Mich.; Tinsley R. 
Harrison, Birmingham, Ala.; Wyland F. Leadbetter, 
Shields Warren, and Claude E. Welch, Boston; John 
D. Stewart, Buffalo; John I. Brewer, Chicago; John C. 
Jones, Los Angeles; Walter H. Fink and Wesley W. 
Spink, Minneapolis; Amos Christie, Nashville, Tenn.; 
John J. Conley and R. Townley Paton, New York City; 
Louis J. West, Oklahoma City, Okla.; W. Edward 
Chamberlain and Robert A. Kimbrough, Philadelphia; 
Peter N. Pastore, Richmond, Va.; Joe R. Brown, 
Rochester, Minn. 


VIRGINIA 


Lectureship by Dr. Ravitch.—The Alpha Mu chapter 
of Phi Delta Epsilon fraternity at the Medical College 
of Virginia, Richmond, will hold its eighth annual 
lectureship March 9. Dr. Mark M. Ravitch, surgeon- 
in-chief, City Hospital, Baltimore, will discuss “Ab- 
dominal Enlargement in Children.” 


Medicolegal Workshop.—The department of legal 
medicine of the Medical College of Virginia, Rich- 
mond, the chief medical examiner’s office, and the 
Virginia Society of Pathology and Laboratory Medi- 
cine will sponsor a medicolegal workshop for medical 
examiners, and interested physicians, March 29, 8 
a. m.—4:30 p. m., in the Amphi-Theater and Baruch 
Auditorium of the medical college. The program will 
include direct investigations, with special references 
to general examinations of bodies, photographic 
techniques, and the use of body fluids in medicolegal 
investigations; discussion of stab and gunshot wounds 
and special techniques of treatment; and demonstra- 
tions of medicolegal autopsy techniques. The registra- 
tion fee is $25. For information, address Geoffrey T. 
Mann, M.D., Chairman, Department of Legal Medi- 
cine, Medical College of Virginia, Richmond. 


GENERAL 

Mid-West Cancer Conference.—The ninth annual Mid- 
West Cancer Conference will be held at Wichita, Kan., 
March 7-8. Guest speakers include Drs. Vincent P. 
Collins, Houston, Texas; Wilhelm C. Hueper, 
Bethesda, Md.; John H. Lawrence, Orinda, Calif.; 
Walter T. Murphy, Buffalo; Joseph H. Pratt Jr., 
Rochester, Minn.; Leland D. Stoddard, Augusta, Ga.; 
Grantley W. Taylor, Boston; and John M. Waugh, 
Rochester, Minn. 


Regional Meeting on Gastroenterology.—The Central 
Region of the American College of Gastroenterology 
will meet at the Hotel Pantlind, Grand Rapids, Mich., 
at 1:45 p. m., March 17. Participants in the program 
will include Drs. Joseph B. Kirsner, Chicago; C. Allen 
Payne and William J. Fuller, Grand Rapids; Joseph 
Shaiken, Milwaukee; C. Wilmer Wirts Jr., Philadel- 
phia; Garnet W. Ault, Washington, D. C.; Don W. 
McLean, Detroit; and Frederick A. Coller and Fred J. 
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Hodges, Ann Arbor, Mich. Dr. Coller will serve as 
moderator for a panel discussion on “Gastrointestinal 
Bleeding.” Physicians are cordially invited to attend. 


Clinical Fellowships in Radiation Therapy.—The 
American Cancer Society announces that fellowships 
in radiation therapy are offered in 1958-1959 to prop- 
erly qualified graduates in medicine who have already 
received thorough basic training in the principles and 
practice of radiation therapy and who desire to spend 
additional periods of training in that specialty at cer- 
tain clinics in the United Kingdom, the Scandinavian 
countries, and France. Fellowships may begin at any 
time mutually agreeable to the institution and the 
fellow. The deadline for receipt of applications is 
April 15, 1957. Information may be obtained from the 
Director of Professional Education, American Cancer 
Society, Inc., 521 W. 57th St., New York 19, N. Y. 


Clinical Fellowships in Cancer.—The American Can- 
cer Society announces that its program of clinical fel- 
lowships will continue through the institutional year 
July 1, 1958-June 30, 1959, with fellowships com- 
mencing July 1, 1958. A limited number of fellowships, 
offered to institutions whose postgraduate training 
programs are approved by the Council on Medical 
Education and Hospitals of the American Medical 
Association, afford graduates in medicine opportuni- 
ties for postgraduate training, emphasizing diagnosis 
and treatment of cancer. Applications from institutions 
for the year 1958-1959 must be submitted by deans, 
executive officers, or department heads before April 
15, 1957 (note the change in deadline from previous 
years). Information may be obtained from the Direc- 
tor of Professional Education, American Cancer So- 
ciety, Inc., 521 W. 57th St.. New York 19, N. Y. 


Shoe-Fitting Fluoroscopes Outlawed in Pennsylvania. 
—A recent amendment to the Pennsylvania Radiation 
Protection Regulation, Number 433, makes it unlawful 
to operate or maintain “any fitting devices or machines 
which use fluoroscopic, x-ray, or radiation principles 
for the purpose of selling footwear through commer- 
cial outlets.” According to Dr. Jan Lieben, Bridgeville, 
Pa., director of the department's division of industrial 
hygiene, Pennsylvania is the first state to ban the use 
of shoe-fitting fluoroscopes, although other states are 
considering similar action. State health department 
inspections have indicated that, although the amount 
of ionizing radiation emitted by the machines varied 
within a wide range, the minimum emission per ex- 
posure (per fitting) of the machines tested was nearly 
three times the radiation-dose limit established by the 
radiation regulations for nonmedical exposure of oc- 
cupationally-exposed persons. 


Pediatricians Meet in Las Vegas.—The Intermountain 
Pediatric Society will hold its annual clinical conven- 
tion at the Hotel Riviera, Las Vegas, Nev., March 
18-19. The Monday morning program will include 
“Infants of Diabetic Mothers” by Dr. Sydney S. Gellis, 
Boston; “The Effects of Sulfonyl-Urea Compounds on 
Carbohydrate Metabolism in Normal and Diabetic 
Children” by Dr. John A. Anderson, Minneapolis, and 
“Respiratory Failure in Newborns, Theoretical Con- 
sideration” by Dr. James L. Wilson, Ann Arbor, Mich. 
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Both afternoon sessions will be devoted to round-table 
discussion of pediatric topics by the guest speakers, On 
Tuesday morning “Analysis of Dypsnea Difficulties in 
Children” will be presented by Dr. Wilson; “Ammoni- 
um Metabolism in Infants and Children in Relation to 
Coma, Electroencephalographic Changes and Current 
Icterus” by Dr. Anderson; and “Overwhelming Infec- 
tions in Infancy and Childhood” by Dr. Gellis. For 
information, write the Intermountain Pediatric So- 
ciety, 2000 S. 1300 East, Salt Lake City 5. 


Rise in Hospital Expenditures.—According to Mr. Ray 
E. Brown, president of the American Hospital Asso- 
ciation, expenditures per patient day in U. S. hospitals 
of all types rose 116% in the last 10 years, and in the 
nonprofit short-term general hospitals the rise was 
141%. Expenditures per patient day in hospitals of all 
types rose from an average of $5.21 to $11.24 between 
1946 and 1955, while expense per patient day in the 
nonprofit short-term general and special hospitals in- 
creased from $10.04 to $24.15. The increase in expendi- 
tures was attributed to more diversified services for 
treating and caring for patients, the rise in wages, and 
the increased cost of supplies and equipment. The 
over-all increase in the number of hospital beds was 
168,630, or 12%. A 20% bed increase was reported in 
the nonfederal short-term general and special hos- 
pitals, while the number of beds in the nonfederal 
psychiatric hospitals increased more than 24%. There 
was a 22% decline in the total number of beds in hos- 
pitals operated by the federal government. There 
were 5,397,919 more admissions in 1955 than in 1946, 
an increase of 34%. The average daily census for all 
hospitals in 1955 was 221,160 more than the average 
for 1946, a rise of more than 19%. In 1955, the number 
of hospital births reported was 1,341,426 greater than 
the number reported in 1946, a 63% increase. The 
total number of full-time personnel employed in hos- 
pitals of all types rose from 829,571 to 1,300,733, an 
increase of 471,162, or 57%. The over-all rise in the 
number of personnel per 100 patients was 30%—from 
73 to 95 employees. In the nonprofit short-term gen- 
eral and special hospitals the rise in the number of 
full-time personnel per 100 patients was from 156 to 
210, or 35%. 


Crumbine Awards.—At the annual meeting of the 
American Public Health Association in Atlantic City, 
N. J., Nov. 14, 1956, the national Dr. Samuel J. Crum- 
bine awards, sponsored by the public health committee 
of the Paper Cup and Container Institute, were pre- 
sented to the Macon-Bibb-Jones (Ga.) Department of 
Health for “outstanding achievement in the develop- 
ment of a comprehensive program of environmental 
sanitation” and the Tulsa, Okla., City-County Health 
Department for “outstanding achievement in the de- 
velopment of a program of eating and drinking sanita- 
tion.” The Tulsa department installed training facilities 
for food-industry personnel in five new health centers; 
made these facilities available to all groups with inter- 
ests allied to public health; established a procedure of 
taking samples on wet swabs of the bacteria count on 
utensils, plates, silver, glassware, and counter tops after 
cleaning; and developed and distributed a monthly 
newsletter for all eating and drinking establishments in 
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its district. Cooperating with the health department, 
the Tulsa Restaurant Association had recommended an 
increase in restaurant licensing fees in order to make 
possible the employment of a health department direc- 
tor of training and had established a rule requiring all 
food handlers to pass an examination on proper sani- 
tary procedures. The Macon department had worked 
with citizen groups to obtain these results in a single 
year: (1) passage of a bond issue for the construction 
of a sewage treatment plant; (2) formation of a mini- 
mum housing standards committee by realtors and 
others, which resulted in a legally supported five-point 
sanitation program; (3) creation of a county planning 
and zoning commission; (4) formation of a nursing 
home committee of operators and others interested in 
problems in this field; and (5) elimination of open 
garbage dumps in cooperation with local garden clubs. 


Society News.—The Southern Thoracic Surgical As- 
sociation recently elected Dr. Duane M. Carr, Mem- 
phis, Tenn., president; Dr. DeWitt C. Daugherty, 
Miami, Fla., vice-president; and Dr. Hawley H. Seiler, 
Tampa, Fla., secretary-treasurer.——The Western Sur- 
gical Association recently elected the following officers: 
president, Dr. Everett P. Coleman, Canton, IIL; first 
vice-president, Dr. W. A. Altemeier, Cincinnati; second 
vice-president, Dr. C. J. Berne, Los Angeles; treasurer, 
Dr. Cecil D. Snyder, Winfield, Kan.; secretary, Dr. John 
T. Reynolds, Chicago; and recorder, Dr. Walter W. 
Carroll, Chicago.——At the ennual meeting of the 
Congress of Neurological Surgeons, Dr. Frederick C. 
Rehfeldt, Fort Worth, Texas, assumed the presidency. 
Dr. R. K. Thompson, Baltimore, was elected vice-presi- 
dent, and Drs. Irwin Perlmutter, Miami, Fla., and John 
R. Williams, Grand Rapids, Mich., were elected to the 
executive committee. The seventh annual meeting of 
the congress will be held at the Statler Hotel in Wash- 
ington, D. C., Nov. 7-9.-—At its annual breakfast, 
Sept. 18, in Chicago, the Federal Hospital Alumni As- 
sociation chose as president, Reuben Cohen, Veterans 
Administration Center, Kecoughtan, Va.; first vice- 
president, Col. Everett M. Chalker, M.D., Selfridge 
Air Force Base, Mich.; second vice-president, Col. 
Arthur H. Corliss, M.D., Mitchell Air Force Base, 
N. Y.; and secretary, N. E. Lindquist, administrative 
officer, U. S. Public Health Service Hospital, Lexing- 
ton, Ky. Dr. Frank B. Berry, Assistant Secretary of 
Defense, spoke on “Implementing the Dependents’ 
Care Law.” The objects of the association are to im- 
prove the competency of federal hospital administra- 
tors; to provide a central source of information con- 
cerning federal hospital administrators; to familiarize 
other recognized hospital groups with the competence 
of federal hospital administrators; and to sponsor pub- 
lication of articles on administrative activities when 
developed by Federal Hospital Association members. 


Fellowship Program for Psychiatrists.—The American 
Psychiatric Association (1785 Massachusetts Ave. N. W., 
Washington 6, D. C.) has announced a seven-point 
fellowship program for psychiatrists, aimed at relieving 
the personnel problems of public mental hospitals. The 
program, drawing on a three-year grant of $90,000 from 
the Smith, Kline & French Foundation of Philadelphia, 
has been broadened to cover medical students, teach- 
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ing centers, general physicians, psychiatric authorities 
from this country and abroad, and state hospital psy- 
chiatrists. New fellowships were recently awarded to 
Drs. Truman G. Esau, resident at the New York State 
Psychiatric Institute, and Bernard M. Blum, director of 
the Fife-Hamill Memorial Health Center in Philadel- 
phia. The expanded fellowship program this year wil) 
include the following categories: 

Staff psychiatrist training fellowships, under which full-time 
staff psychiatrists of public mental institutions will be given sup- 
port for advanced training at psychiatric teaching centers. 

Awards to hospitals for teaching, in which support will be given 
public mental institutions for full-time teaching staff members 
and for bringing psychiatric authorities to the institution for staff 
training on a visiting basis. 

Extension training fellowships, under which medical schools 
and teaching centers will be aided in setting up extension train- 
ing on a continued, part-time basis for public mental hospital 
psychiatrists. 

Student fellowships, which are offered to medical students for 
work in mental hospitals or psychiatric training centers during 
the summer before or during their senior year. 

Medical fellowships, to allow nonpsychiatric practitioners to 
get special training and experience in a mental hospital or 
psychiatric teaching center. 

Foreign scholar lectureships, for bringing outstanding lecturers 
to the United States and stimulating the international exchange 
of psychiatric techniques. 

Residency training fellowships, for outstanding psychiatric 
residents dedicated to service in public mental institutions. 

Dr. Kenneth E. Appel. professor and chairman of 
the department of psychiatry. University of Pennsyl- 
vania School of Medicine, Philadelphia, is chairman of 
the foundation’s fellowship committee. 


Annual Report on Hospitals.—The American Hospital 
Association, (18 E. Division St., Chicago 10) reports 
that United States hospitals cared for 21,072,521 pa- 
tients in 1955, more than in any previous year. This 
was an increase of 727,090 over the 1954 total of 20,- 
345,431. A total of 3,476,753 babies were born in U. S. 
hospitals last year, a rise of 134,154 over the 1954 
total of 3,342,599 hospital births. In 1955, United 
States hospitals spent $5,594,304,000 to care for these 
patients and newborn infants, compared with $5,229,- 
040,000 in 1954, an increase of 365 million dollars. The 
association has noted a steady rise in hospital admis- 
sions since 1946, the vear in which its statistical series 
was initiated. Questionnaires answered by 6,956 hos- 
pitals disclosed that the nonprofit general hospitals 
that care for the majority of the acute, short-term 
cases in the nation spent an average of $24.15 a day 
for the care of each patient, an increase of $1.37 over 
1954, and that the average expenditures on each pa- 
tient in 1955 was $181, compared with $171 in 1954. 
The average patient stay was 7.8 days, as in 1954. 
Ninety-five per cent of all U. S. hospital admissions 
in 1955 were to general hospitals. 

The average daily expenditure for each patient in 
the nation’s nonfederal governmental psychiatric hos- 
pitals was only $3.50, 51 cents above the 1954 figure. 
These 320 psychiatric hospitals had 687,277 beds, 43% 
of the nation’s 1,604,408 hospital beds. In the non- 
profit psychiatric hospitals the average expense per 
patient day in 1955 was $13.40 and in the proprietary 
psychiatric hospitals, $13.90. The patients in the non- 
profit general hospitals paid an average of $1.75 a day 
less in 1955 than it cost to care for them. Total income 
from patients of all hospitals in this classification in 
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1955 was $2,326,075,000, while expenses totaled 
$2,507,602,000. Patient income made up 91.4% of the 
total income of all nonprofit hospitals in 1955, as com- 
pared with 90.4% in 1954. The balance comes from 
contributions, grants, and income from sources such 
as endowments. The total 1955 payroll of all hospitals 
was $3,581,784,000 for 1,300,733 full-time employees. 
The 1954 hospital payroll was $3,344,416,000 for 
1,245,669 full-time workers. Thirty-eight per cent of 
all U. S. hospitals had less than 50 beds; 22% had 
50-99 beds; 26%, 100-299 beds; and 14%, 300 beds or 
more. The 428 federal hospitals, representing 6% of 
all U. S. hospitals, had a bed complement of 183,162. 
The 173 Veterans Administration hospitals had 119,- 
830 beds, or 65% of the hospital bed total operated 
by the federal government. 


Ford Foundation Report.—The Annual Report of the 
Ford Foundation, covering activities from Oct. 1, 1954, 
to Sept. 30, 1955, describes a philanthropic program 
under which grants and appropriations totaling $137,- 

063,164 were made. The report includes two other 

major actions initiated during the fiscal period but 

consummated later: (1) the special appropriations of 

500 million dollars, approved in December, 1955, to 

raise college faculty salaries, improve medical educa- 

tion, and expand community hospital services; and (2) 

the diversification of assets through public sale of 22% 

of the foundation's holdings of Ford Motor Company 

common stock. Specific purposes for which grants or 
appropriations were made included the following: 

Scholarships: Awards were made to 525 students through the 
National Merit Scholarship Corporation, an independent, non- 
profit organization, created jointly by the foundation and the 
Carnegie Corporation to conduct annual competitive examina- 
tions among high school students and award to the winners 
four-year scholarships to colleges of their choice. 

Mental Health Research: A program was recently announced 
providing 15 million dollars for a 5-to-10-year period for 
support of research efforts to increase understanding of mental 
illness and emotional maladjustment. 

Studies of biological, physiological, somatic, medical, social, and 
psychological factors in mental illness will be promoted. 

International Activities: Educational assistance to a number of 
the countries of south and southeast Asia and the Near East 
was continued through the foundation’s Overseas Develop- 
ment program. 


Grants were made for rural development, formal edu- 
cation and vocational training, public administration, 
and economic and social research, and a program for 
increasing international understanding included a 
series of grants and fellowship awards to broaden the 
knowledge and competence of Americans in inter- 
national relations with the above geographical areas. 

The special appropriations of 500 million dollars 
included 210 million dollars to raise faculty salaries in 
all private, regionally accredited, four-year colleges 
and universities in the United States and its territories 
offering degrees in the liberal arts and sciences. The 
sum given to each institution will be an endowment 
grant approximating its 1954-1955 instructional pay- 
roll. An additional 50 million dollars, approved during 
the fiscal year, will be distributed as “Accompish- 
ment Grants” to 126 of these institutions that have 
“significantly improved the status and compensation 
of their teachers since World: War II.” 


J.A.M.A., March 2, 1957 


Endowment grants totaling 90 million dollars will 
be made to an as yet undesignated number of private 
American medical schools to help strengthen their 
instruction to meet the widening requirements of med- 
ical practice. The remainder of the appropriations (200 
million dollars) are being given te about 3,500 volun- 
tary, nonprofit hospitals throughout the nation, to be 
used at each hospital's discretion for any program im- 
proving service to its community, including additional 
facilities or personnel, staff training, or research. With 
the inclusion of these special appropriations, funds 
committed by the foundation for all purposes since its 
establishment in 1936 totaled, as of the report date, 
approximately 875 million dollars. 


FOREIGN 


Seminar Congresses in Internal Medicine.—In seminar 
congresses in internal medicine the American Medical 
Society of Vienna will present the following programs 
by the medical faculty of the University of Vienna: 


April 1-3, Communicable Diseases, Diagnostic Methods—Treat- 
ment. 

May 6-8, Heart Diseases; Cardiovascular Diseases; Peripheral 
Vascular Diseases. 

June 3-5, Cardiology; Electrocardiology; Vectorcardiography— 
Ballistocardiograph. 

July 1-3, Diabetes; Liver and Biliary Tract Diseases; Hyperten- 
sion and Nephritis. 

Aug. 5-7, Endocrinology; Metabolism; Fluid and Electrolyte 
Balance. 

Sept. 2-4, Gastroscopy; Gastroenterology; Proctology. 

Oct. 1-3, Hematology; Normal Peripheral Blood and Bone 
Marrow; Diseases of Blood and Blood-Forming Organs. 

Nov, 4-6, Diseases of the Chest; Tuberculosis; Malignant 
Diseases. 


Details may be obtained from the American Medical 
Society of Vienna, Universitaetsstrasse 11, Vienna 1. 
Cable: “Ammedic,” Vienna. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 18-20. Sec., Dr. 
D. G. Gill, State Office Bldg., Montgomery 4. 


ArnizZONA:® Examination. Phoenix, April 17-20. Reciprocity. 
Phoenix, April 20. Exec. Sec., Mr. Robert Carpenter, 826 Se- 
curity Building, Phoenix. 


Arkansas:* Examination. Little Rock, June 13-14, Sec., Dr. Joe 
Verser, Harrisburg. 

Cauirornia: Written Examination. San Frincisco, June 17-20; 
Los Angeles, Aug. 19-22; Sacramento, Oct. 21-24, Oral Ex- 
amination. San Francisco, June 15; Los Angeles, August 17; 
San Francisco, Nov. 16. Oral and Clinical for Foreign Gradu- 
ates. San Francisco, June 16; Los Angeles, Aug. 18; San 
Francisco, Nov. 17. Sec., Dr. Louis E. Jones, 1020 N St., 
Sacramento 14. 


CoLorapo:* Reciprocity. Denver, April 9. Final date for filing 
application is March 11. Examination. Denver, June 11-12. 
Final date for filing application is May 13. Exec. Sec., Miss 
Beulah H. Hudgens, 715 Republic Bldg., Denver 2. 


Connecticut:* Examination. New Haven, Mar. 12-14, Sec., 
Dr. Creighton Barker, 160 St. Ronan St., New Haven. Homeo- 
pathic Examination and Reciprocity. Derby, March 15, Sec., 
Dr. Donald A. Davis, Derby. 
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Devaware: Examination. Dover, July 9-11. Endorsement. Dover, 
July 18. Sec., Dr. Joseph S. McDaniel, 225 S. State St., Dover. 


District oF CotumsiA:* Examination. Washington, May 13-14. 
Deputy Director, Mr. Paul Foley, 1740 Massachusetts Ave., 
N. W., Washington. 


FLoriwa:* Examination. Miami, June 23-25. Sec., Dr. Homer L. 
Pearson, 901 N. W. 17th St., Miami. 


Georcia: Examination and Reciprocity. Augusta and Atlanta, 
June. Sec., Mr. Cecil L. Clifton, 111 State Capitol, Atlanta 3. 


IpaHo: Examination and Reciprocity. Boise, July 8-10. Exec. Sec., 
Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 


ILuinors: Examination and Reciprocity. Chicago, Apr. 1-4. Supt. 
of Regis., Mr. Fredric B. Selcke, Capitol Bldg., Springfield. 


INDIANA: Examination. Indianapolis, June 19-21. Exec. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 


Kansas: Examination and Endorsement. Kansas “ity, June 5-6. 
Sec., Dr. Lyle F. Schmaus, 864 New Brotherhood Bldg., 
Kansas City. 

MalInE: Examination and Reciprocity. Portland, March 12-14. 
Sec., Dr. Adam P. Leighton, 192 State St., Portland. 


MaryLANp: Examination. Baltimore, June 18-21. Sec., Dr. Lewis 
P. Gundry. 1215 Cathedral St., Baltimore 1. 


Massacuusetts: Examination and Endorsement. Boston, July 
9-12. Sec., Dr. Robert C. Cochrane, 37 State House, Boston 33. 


MIcHIGAN:*® Examination. Ann Arbor and Detroit, June. Sec., 
Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., West Michi- 
gan Ave., Lansing 8. 


Minnesorta:® Examination. St. Paul, April 16-18. Sec., Dr. F. H. 
Magney, 230 Lowry Medical Arts Bldg., St. Paul 2. 


Mississippi: Examination. Jackson, June 24-25. Reciprocity. 
Jackson, June 26. Asst. Sec., Dr. R. N. Whitfield, Old Capitol, 
Jackson. 


Montana: Examination and Reciprocity. Helena, Apr. 2-3. Sec., 
Dr. S. A. Cooney, 214 Power Block, Helena. 


NEBRASKA:*® Examination. Omaha, June 17-19, Director, Mr. 
Husted K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 


Nevapa:® Examination and Reciprocity. Reno, April 2. Sec., Dr. 
G. H. Ross, 112 North Curry St., Carson City. 


New HampsuireE: Examination and Reciprocity. Concord, March 
13-14. Sec., Dr. John S. Wheeler, 107 State House, Concord. 


New Jersey: Examination. Trenton, June 18-21. Sec., Dr. Pat- 
rick H. Corrigan, 28 West State St., Trenton. 


New Mexico:® Examination and Reciprocity. Santa Fe, May 20- 
21. Sec., Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 


New York: Examination. Albany, Buffalo, New York and Syra- 
cuse, Feb. 5-8. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany. 


NortH Carouina: Endorsement. Asheville, May 5, and Raleigh, 
June 18, Written Examination. Raleigh, June 17-20. Sec., Dr. 
Joseph J. Combs, Professional Bldg., Raleigh. 


Nortu Dakota: Examination. Grand Forks, July 10-13. Reci- 
procity. Grand Forks, July 13. Sec., Dr. C. J. Glaspel, Grafton. 


Onto: Endorsement. Columbus, April 1. Examination. Colum- 
bus, June 13-15. Sec., Dr. H. M. Platter, 21 W. Broad St., 
Columbus. 


OxvaHoMa:® Examination. Oklahoma City, June 11-12. Sec., 
Dr. E. F. Lester, 813 Braniff Building, Oklahoma City. 


OreEcon:*® Examination. Portland, April 19-20. Office of the 
Board, 609 Failing Bldg., Portland. 


PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July 
10-12. Acting Sec., Mrs. Marguerite G. Steiner, Box 911, Har- 
risburg. 


Ruove Istanp:* Endorsement. Providence, March 28. Examina- 
tion. Providence, April 4-5. Administrator, Mr. Thomas B. 
Casey, 306 State Office Bldg., Providence. 


SoutH CaROLINA: Endorsement. Myrtle Beach, April 30. Ex- 
amination. Columbia, June 25-26. Sec. Mr. N. B. Heyward, 
1329 Blanding St., Columbia. 
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Soutu Daxota:*® Examination and Reciprocity. Place not yet 
determined, July 16-17. Sec., Dr. C. B. McVay, Yankton Clinic, 
Yankton. 

TENNESSEE:*® Examination. Memphis, March 27-28. Sec., Dr. 
H. W. Quails, 1635 Exchange Bldg., Memphis 3. 

Texas:* Examination and Reciprocity. Fort Worth, June 24-26. 
Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 

Uran: Examination. Salt Lake City, July 11-13. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

Vircinia: Reciprocity. Richmond, June 12. Examination. Rich- 
mond, June 13-15. Office of the Board, 631 First St., S. W., 
Roanoke. 

West Vircinia: Examination. Charleston, April 22. Sec., Dr. 
Newman H. Dyer, State Office Bldg. No. 3, Charleston 5. 

Wisconsin:* Reciprocity. Madison, April 26. Examination. 
Milwaukee, July 9-11. Sec., Dr. Thomas W. Tormay, Jr., 1140 
State Office Bldg., Madison 2. 

Wyominc: Examination and Reciprocity. Cheyenne, June 3. Sec., 
Dr. F. D. Yoder, State Office Bldg., Cheyenne. 

ALAskA:® On application in Anchorage and Juneau. Sec., Dr. 
W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call, Act. Sec., Dr. S. F, Provencher, Agana. 

Puerto Rico: Examination. San Juan, March 5-9. Sec., Mr. 
Joseph Mercado Cruz, Box 9156, Santurce. 

Vircin IsLanps: Endorsement. St. Thomas, June 12. Sec., Dr. 
Earle M. Rice, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Arizona: Examination and Reciprocity. Tucson, March 19. Sec., 
Mr. Herbert D. Rhodes, University of Arizona, Tucson. 

ARKANSAS: Examination. Little Rock, May 6-7. Sec., Mrs. S. C. 
Dellinger, Zoology Department, University of Arkansas, Little 
Rock. 

Cotoravo: Examination and Reciprocity. Denver, March 6-7. 
Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver 18. 

District oF Cotumsia: Reciprocity. Washington, March 11. 
Examination. Washington, Apri] 22-23. Deputy Director, Mr. 
Paul Foley, 1740 Massachusetts Ave. N. W., Washington 6. 

F.Loriwa: Examination, Miami, June 8. Sec., Mr. M. W. Emmel, 
Box 340, University of Florida, Gainesville. 

Iowa: Examination. Des Moines, April 9. Sec. Dr. Ben H. Peter- 
son, Coe College, Cedar Rapids. 

Micuican: Examination. Detroit and Ann Arbor, May 10-11. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., W. Michi- 
gan Ave., Lansing 15. 

Nesraska: Examination. Omaha, May 7-8, Director, Mr. Husted 
K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 

Nevapa: Examination. Reno, April 2. Sec., Dr. Donald G. 
Cooney, Box 9005, University Station, Reno. 

OxLaHoMa: Examination. Oklahoma City, April 19-20. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

Dakota: Examination. Vermillion, June 7-8. Sec., Dr. 
Gregg M. Evans, 310 E. 15th St., Yankton. 

Orecon: Examination. Portland, March 2. Sec., Dr. Earl M. 
Pallett, Eugene. 

TENNESSEE: Examination. Memphis and Nashville, March 20-21. 
Sec., Dr. O. W. Hyman, 62 S. Dunlap Ave., Memphis 3. 

Texas: Examination. Austin, April. Sec., Bro. Raphael Wilson, 
407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Madison, April 6, and Milwaukee, 
June 1. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 

AvasKa: Examination and Reciprocity. Anchorage and Juneau, 
first week of February, April, June, August and November. 
Sec., Dr. C, Earl Albrecht, Box 1931, Juneau. 


* Basic Science Certificate required. 
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GOVERNMENT SERVICES 


AIR FORCE 

Training in Industrial Medicine in the Air Force.—The 
highly industrialized operations now in use by the U. S. 
Air Force as a result of new and more complex weapon 
systems are creating a demand on more qualified medi- 
cal officers in industrial medicine. To satisfy this re- 
quirement, the surgeon general has set up a training 
program for physicians now in the Air Force to attend 
one of several civilian medical institutions for a three- 
year period of instruction. The first two years will be 
spent in classroom activities at the institution, and the 
last year as a resident in an approved medical facility. 
This training will lead to the degree of doctor of science 
in industrial medicine, as well as satisfying the basic 
requirements of the physician for certification by the 
specialty board in industrial medicine. 


ARMY 


Military Preventive Medicine Course.—Applications 
are being accepted for the Army's military preventive 
medicine course, which will begin Sept. 3, 1957, at 
Walter Reed Institute of Research, Washington, D. C. 
This graduate course is intended to develop in selected 
Army physicians the special professional skills re- 
quired for the performance of preventive and environ- 
mental medicine duties within a military command. 
Emphasis is placed on the global aspect of military 
preventive medicine, with health problems of the 
Arctic and tropical areas receiving particular attention. 
Regular Army Medical Corps officers or qualified 
physicians who accept commissions in the Regular 
Army are eligible for the course. Qualified officers 
from the Navy and Air Force medical services, the 
U. S. Public Health Service, and representatives of 
other governmental agencies may be admitted by 
agreement between the Army surgeon general and the 
chief of the government agency desiring to participate. 
Selected graduates of the course will be eligible for 
entry into the Army's recently announced preventive 
medicine residency program. 

Covering 48 weeks of academic studies, the course 
includes field trips or investigations, and individual or 
committee studies. This year’s course, the fifth to be 
given since 1953, will be under the direction of Col. 
Philip R. Beckjord, director, division of preventive 
medicine, Walter Reed Institute of Research. 
Civilian physicians may apply in writing to the 
Surgeon General, Department of the Army, Washing- 
ton 25, D. C., Attention: Personnel Division. Military 
personnel should apply through appropriate channels. 


VETERANS ADMINISTRATION 


New Medical Research Program.—Heretofore, the Vet- 
erans Administration’s research work on medical prob- 
lems of special importance to veterans has been done 
by doctors whose main duty has been the care of 
patients. The VA will continue its present support of 
research by these doctors and will expand it where 
justified. However, a new program of full-time re- 
searchers is being established to supplement the exist- 
ing program. Dr. J. C. Nunemaker, director of the 
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education service at the VA central office said in a 
VA release dated Jan. 24 that the first group of nine 
clinical investigators was appointed on Jan. 1. 

Each clinical investigator will spend at least three- 
fourths of his working time on research. The remainder 
of the clinical investigator's working time will be spent 
in care of patients as a member of the clinical staff of 
a VA hospital, and in teaching other physicians. Clini- 
cal investigators may be appointed for a period of from 
one to three years, and at the end of this period they 
may remain in full-time VA employment with primary 
responsibility for patient care but with continued sup- 
port for their research throughout their careers. 

The nine clinical investigators, all physicians, who 
were appointed Jan. 1, are Raymond C. Christensen, 
research fellow, Cardiovascular Research Laboratory, 
Wayne University, Detroit; Robert Gilbert, attending 
physician, University Hospital and VA hospital, Syra- 
cuse, N. Y.; Francis J. Haddy, Army Medical Corps, 
Fort Knox, Kv.: William B. Jones, University Hospital, 
Birmingham, Ala.; Richard D. Judge, physician, VA 
Hospital, Ann Arbor, Mich.; Joseph M. Merrill, VA 
Hospital, Nashville, Tenn.; Harold G. Muchmore, phy- 
sician, VA Hospital, Oklahoma City; Herschel V. Mur- 
daugh, physician, VA Hospital, Durham, N. C.; and 
Dr. Albert W. Schreiner, instructor, University of Cin- 
cinnati College of Medicine. 

Research by the clinical investigators will be in neu- 
rology and psychiatry, diseases of the heart and blood 
vessels, cancer, degenerative diseases, and problems 
of aging. 


Personal.—Dr. James B. Chandler, director, profes- 
sional services, VA Hospital, Fayetteville, N. C., has 
been appointed manager and director of professional 
services of the VA Hospital in Marlin, Texas. Dr. 
Chandler succeeds Dr. Clarence R. Miller, who re- 
tired Jan. 31, 1957. The hospital at Marlin is a 222-bed 
general medical and surgical hospital. 


FOOD AND DRUG ADMINISTRATION 


Advisory Committee on Food Standards.—Commis- 
sioner George P. Larrick announced appointments to 
the food standards committee of the Food and Drug 
Administration Jan. 2. The committee is an advisory 
group of state and federal officials that makes recom- 
mendations to the commissioner of food and drugs on 
food standards. The announcement stated that a meet- 
ing of the committee is planned early in 1957 to dis- 
cuss problems now requiring attention and that con- 
sumers, officials, and members of the food industries 
who have suggestions for consideration by the com- 
mittee are invited to send them to Joseph Callaway, 
Food Standards Branch, Food and Drug Administra- 
tion, Washington 25, D. C. The committee members 
are as follows: 

Frank A. Vorhes, chief, FDA division of food, chairman. 

Malcolm R. Stephens, director, FDA bureau of enforcement, 
to succeed William A. Queen. 

Gilman K. Crowell, chief, division of food and chemistry, 
State Department of Health, Concord, N. H. 

Joe F. Lakey, director, bureau of food and drugs, State De- 
partment of Health, Austin, Texas. 

T. E. Sullivan, director, division of food and drugs, State 
Department of Health, Indianapolis. 

Orlen J. Wiemann, chief, milk, food and drug section, State 
Department of Health, Denver. 
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DEATHS 


Keeton, Robert Wood ® Chicago; born in West Point, 
Miss., July 7, 1883; Northwestern University Medical 
School, Chicago, 1916; since 1951 professor of medi- 
cine emeritus at the University of Illinois College of 
Medicine, where he served as associate professor of 
medicine from 1925 to 1928 and later head of the de- 
partment of internal medicine; in that capacity he di- 
rected the teaching and research activities of some 
225 physicians who held faculty appointments in the 
department; between 1935 and 1951 served at the 
University of Illinois College of Medicine as head of 
the environmental physiology research work spon- 
sored by the American Society of Heating and Air- 
Conditioning Engineers and the U. S. Public Health 
Service; in January, 1956, was the first recipient in the 
medical profession of the F. Paul Anderson award by 
the American Society of Heating and Air-Condition- 
ing Engineers in recognition of his work in physiolog- 
ical research; at the annua! meeting of the society on 
Feb. 25, 1957, his award was made posthumously; 
on Oct. 4, 1951, he was honored at a dinner attended by 
over 400 persons and was presented with a Festschrift; 
the commemorative volume consisted of 36 original 
scientific papers written by his colleagues, former 
students, and friends; at one time he taught at the 
Albany (N. Y.) Medical College, Northwestern Uni- 
versity in Chicago, the James Millikin University in 
Decatur, Ill., and the University of Illinois; from 1922 
to 1925 fellow of the Otho S. A. Sprague Memorial 
Institute; past-president of the Chicago Society of In- 
ternal Medicine and a past vice-president of the Insti- 
tute of Medicine of Chicago; member of the Associa- 
tion of American Physicians, American Diabetes 
Association, American Society for Pharmacology and 
Experimental Therapeutics, American Physiological 
Society, Central Society of Clinical Research, Society 
for Experimental Biology and Medicine, Central Inter- 
urban Clinical Club, Chicago Heart Association, which 
he served as a member of the board of governors, 
Sigma Xi, Alpha Omega Alpha, Pi Kappa Alpha, and 
Alpha Kappa Kappa; fellow of the American College 
of Physicians; since 1948 chief examiner for the Chi- 
cago Subsidiary Board of the National Board of Medi- 
cal Examiners and was one of the first diplomates of 
the board, holding certificate no. 25; specialist certified 
by the American Board of Internal Medicine; president 
of the Suburban Cook County Tuberculosis Sanitarium 
District; consulting physician at St. Francis Hospital 
in Evanston, Henrotin Hospital, and St. Luke’s Hos- 
pital, where he died Jan. 22, aged 73, of coronary 
thrombosis and arteriosclerosis. 


Taylor, J. Gurney * Milwaukee; born in Burlington, 
N. J., May 23, 1872; University of Pennsylvania De- 
partment of Medicine, Philadelphia, 1895; past-presi- 


# Indicates Member of the American Medical Association. 


dent of the Wisconsin Board of Medical Examiners; 
served on the executive committee of the National 
Board of Medical Examiners; at one time vice-presi- 
dent of the State Medical Society of Wisconsin; for 
three terms president of the Milwaukee Pediatric So- 
ciety; past-president and executive board member of 
the Central States Pediatric Society; member of the 
council of the American Association of Medical Milk 
Commissions; member of the Milwaukee Academy of 
Medicine and the American Clinical and Climatolog- 
ical Association; director of the National Tuberculosis 
Association and the American Child Health Associa- 
tion; fellow of the American College of Physicians; 
past-president, for many years recording secretary, and 
director and executive board member of the Wisconsin 
Anti-Tuberculosis Association; at one time member of 
the Scientific Assembly of the American Medical Asso- 
ciation, serving as a member of its House of Delegates 
in 1917, from 1929 to 1931, and from 1933 to 1938; 
veteran of World War I; during World War II served 
on the special committee on procurement and assign- 
ment of the Milwaukee County Medical Society; 
specialist certified by the American Board of Internal 
Medicine; formerly director of the University of Penn- 
sylvania Alumni Association and of its medical alumni 
group; consulting physician at the Johnston Emer- 
gency Hospital, Milwaukee Children’s Hospital, and 
the Columbia Hospital, where he died Nov. 30, aged 
84, of ruptured aneurysm of the abdominal aorta. 


Goodhart, Simon Philip, New York City; born in New 
Haven, Conn., Jan. 8, 1874; Yale University School of 
Medicine, New Haven, Conn., 1894; professor emeritus 
of clinical neurology at Columbia University College 
of Physicians and Surgeons and professor of neuropsy- 
chiatry at the New York Polyclinic Medical School and 
Hospital; specialist certified by the American Board 
of Psychiatry and Neurology; an associate member of 
the American Medical Association; member of the 
American Neurological Association, American Psychi- 
atric Association, and the Association for Research in 
Nervous and Mental Diseases; fellow of the New York 
Academy of Medicine; served as chief neuropsychia- 
trist and consulting neurologist at the Morrisania and 
Montefiore hospitals; consulting neurologist at the 
Manhattan State Hospital, New York Polyclinic Medi- 
cal School and Hospital, and Bronx Hospital; served 
as an honorary police surgeon and an impartial exam- 
iner of the New York State Workmen's Compensation 
Board; frequently called upon to examine prisoners 
accused of major crimes and to give expert medical 
testimony on their mental status; made and displayed 
in this country and abroad motion pictures about dis- 
eases; co-author of the book “Multiple Personality’; 
died in the Harkness Pavilion for Private Patients, 
Columbia-Presbyterian Medical Center, Dec. 6, aged 
82, of coronary occlusion. 
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Halsted, Thomas Henry, Syracuse, N. Y.; born in Lis- 
towel, Ontario, Canada, July 8, 1865; Victoria Uni- 
versity Medical Department, Coburg, Ontario, Can- 
ada, 1887; professor emeritus of otolaryngology at the 
State University of New York College of Medicine, 
formerly known as the Syracuse University College 
of Medicine, where he was lecturer in otolaryngology 
from 1893 to 1897, when he became professor, serving 
until 1926; an original member of the American Board 
of Otolaryngology; past-president of the Syracuse 
Academy of Medicine, Onondaga County Medical 
Society, Medical Society of the State of New York, and 
the American Laryngological Association; member of 
the American Laryngological, Rhinological and Oto- 
logical Society and the American Otological Society; 
fellow of the American College of Surgeons; member 
of the House of Delegates of the American Medical 
Association in 1919, 1921, and 1922; a major in the 
American Red Cross in France during World War I; 
served on the staffs of St. Joseph’s and Syracuse Me- 
morial hospitals; died in Skaneateles Nov. 20, aged 
91, of cerebral hemorrhage and arteriosclerosis. 


Funke, John ® Atlanta, Ga.; born in Hazleton, Pa., 
Aug. 20, 1873; Jefferson Medical College of Philadel- 
phia, 1901; specialist certified by the American Board 
of Pathology; member of the American Association of 
Pathologists and Bacteriologists and the College of 
American Pathologists; at one time on the faculty of 
his alma mater, and on the staffs of the Jefferson Medi- 
cal College Hospital, Philadelphia General Hospital, 
and St. Joseph’s Hospital in Philadelphia; served on 
the faculty of the Atlanta Medical College, now known 
as Emory University School of Medicine, as pathologist 
at St. Joseph’s Infirmary, and pathologist and bacteri- 
clogist at the Gecraia Bantist Hespital, where he was 
director of the radioactive isotope laboratory, which 
he established, and where he died Dec. 1, aged 83, of 
bronchopneumonia and arteriosclerosis. 


Lamson, Otis Floyd * Seattle; born Sept. 13, 1876; 
University of Pennsylvania Department of Medicine, 
Philadelphia, 1907; senior consultant in surgery at the 
University of Washington Schools of Medicine and 
Dentistry; member of the founders’ group of the 
American Board of Surgery; member of the Western 
Surgical Association; fellow of the American College 
of Surgeons; past-president of the Pacific Coast Surgi- 
cal Association and the North Pacific Surgical Associa- 
tion; entered the Mayo Clinic, Rochester, Minn., April 
1, 1908, and left March 1, 1910; on the staffs of the 
Children’s Orthopedic, Swedish, Doctors, Seattle Gen- 
eral, Columbus, and King County hospitals; in 1949 
chosen outstanding alumnus of the University of Penn- 
sylvania; died Dec. 11, aged 80, of cerebral arterio- 
sclerosis. 


Caldwell, Robert ® Little Rock, Ark.; born in Martins- 
ville, Ind., Oct. 29, 1876; Hospital College of Medicine, 
Louisville, Ky., 1901; emeritus professor of surgery 
(otolaryngology) at the University of Arkansas School 
of Medicine; past-president of the Arkansas Medical 
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Society; member of the House of Delegates of the 
American Medical Association in 1915; member of the 
American Academy of Ophthalmology and Otolaryn- 
gology; fellow of the American College of Surgeons; 
served as chief of staff at St. Vincent Infirmary and as 
a member and president of the board of the State Hos- 
pital; formerly president of the Federal Bank and 
Trust Company and member of the school board; died 
Dec. 3, aged 80, of injuries received in an automobile 
accident. 


Thomson, Archibald Wilson * Poughkeepsie, N. Y.; 
born in Englewood, N. J., July 22, 1884; University of 
Buffalo School of Medicine, 1909; life member of the 
American College of Surgeons; past-president of the 
Dutchess County Medical Society; during World War 
I served overseas with the Royal Army Medical Corps 
and later with the American Expeditionary Forces; 
recently named medical director for the city welfare 
department; on the surgical staffs of the Vassar 
Brothers Hospital and St. Francis Hospital, where he 
was at one time chief of the medical staff; consulting 
surgeon at the Harlem Valley State Hospital in Wing- 
dale; died Nov. 18, aged 72, of arteriosclerotic heart 
disease. 


McCann, Gertrude Fisher, Rochester, N. Y.; born in 
1889; Cornell University Medical College, New York 
City, 1915; during World War I a contract surgeon for 
the U. S. Army, attached to the Surgeon General's 
Office; held positions as an instructor in pathology at 
Columbia University College of Physicians and Sur- 
geons in New York City and Johns Hopkins Hospital 
in Baltimore; medical advisor, University of Rochester 
School of Medicine and Dentistry; active in many pro- 
grams of the Council of Social Agencies; formerly 
part-time staff physician at Eastman Kodak Company; 
died in the Strong Memorial Hospital Nov. 15, aged 
67, of cancer. 


Thompson, Rollin David * Coral Gables, Fla.; Uni- 
versity of Illinois College of Medicine, Chicago, 1914; 
member of the American Trudeau Society; fellow of 
the American College of Physicians; past-president of 
the National Tuberculosis Association; at one time 
medical director and superintendent of the Wisconsin 
State Sanatorium in Statesan and medical superin- 
tendent of the Florida State Sanatorium in Orlando; 
served as medical superintendent of the Fairmount 
Hospital in Kalamazoo, Mich.; died in the Veterans 
Administration Hospital Nov. 25, aged 65. 


Gunther, Theodore John * Sheboygan, Wis.; Rush 
Medical College, Chicago, 1911; a member of the 
board of directors and past-president of the Sheboy- 
gan Savings and Loan Association; an examiner for 
draftees during World War II; formerly medical ex- 
aminer for the U. S. Compensation Commission; 
served on the staff of the St. Nicholas Hospital and as 
chief of staff of the Sheboygan Memorial Hospital, 
where he died Nov. 17, aged 69, of cerebral hemor- 
rhage. 
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Lazar, Nathan Kent ® Chicago; University of Illinois 
College of Medicine, Chicago, 1927; assistant pro- 
fessor of ophthalmology at Northwestern University 
Medical School; specialist certified by the American 
Board of Ophthalmology; member of the American 
Academy of Ophthalmology and Otolaryngology; fel- 
low of the American College of Surgeons; on the staff 
of the Passavant Memorial Hospital; died in the Mount 
Sinai Hospital, Miami Beach, Fla., Dec. 14, aged 58, 
of coronary occlusion. 


Ludlum, Seymour De Witt * Gladwyne, Pa.; Johns 
Hopkins University School of Medicine, Baltimore, 
1902; served as professor of psychiatry at the Uni- 
versity of Pennsylvania Graduate School of Medicine; 
member of the American Neurological Association, 
American Psychiatric Association, and the Association 
for Research in Nervous and Mental Diseases; served 
on the staff of the Philadelphia General Hospital in 
Philadelphia; medical director of the Gladwyne Col- 
ony; died Dec. 2, aged 79. 


Bonynge, Henry Arthur * Gordonsville, Va.; Columbia 
University College of Physicians and Surgeons, New 
York City, 1905; on the staff of the Paterson (N. J.) 
General Hospital; died Dec. 10, aged 73, of coronary 
thrombosis. 


Bowers, LeRoy John ® Albuquerque, N. Mex.; Uni- 
versity of Illinois College of Medicine, Chicago, 1948; 
interned at the Presbyterian Hospital in Chicago, 
where he served a residency; formerly a resident at 
the West Suburban Hospital in Oak Park and the Cook 
County Hospital in Chicago; died in the Veterans 
Administration Hospital Nov. 19, aged 49, of arterio- 
sclerosis and myocardial fibrosis. 


Boynton, Charles Edward * Atlanta, Ga.; Columbia 
University College of Physicians and Surgeons, New 
York City, 1896; specialist certified by the American 
Board of Pediatrics; member of the American Acad- 
emy of Pediatrics; fellow of the American College of 
Physicians; veteran of the Spanish-American War; 
served on the staffs of the Grady Memorial and Pied- 
mont hospitals and St. Joseph’s Infirmary; died Nov. 
22, aged 84. 


Brian, Charles Frederick ® Bellmont, Ill.; Barnes 
Medical College, St. Louis, 1905; died Nov. 25, aged 
80, of myocardial fibrosis and coronary occlusion. 


Burket, Clair William, Altoona, Pa.; George Washing- 
ton University School of Medicine, Washington, D. C., 
1907; an associate member of the American Medical 
Association; past-president of the Blair County Medi- 
cal Society; on the staff of the Mercy Hospital; died 
Nov. 21, aged 76. 


Cameron, Joseph Robert, St. Paul; College of Physi- 
cians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1905; veteran of the Span- 
ish-American War; died Dec. 1, aged 78, of heart 
disease. 
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Cardwell, Clarence ® Stella, Mo.; National University 
of Arts and Sciences Medical Department, St. Louis, 
1916; veteran of World War I; served on the school 
board; died in the Grand Valley Hospital, Pryor, Okla., 
Nov. 22, aged 64, of a perforated ulcer. 


Cheney, James Arthur, Seattle; St. Louis University 
School of Medicine, 1950; interned at St. John’s Hos- 
pital in St. Louis; formerly a resident at the Contra 
Costa County Hospital in Martinez, Calif.; at one time 
a medical officer in the U. S. Army Reserves; employed 
by the American University of Beirut, Lebanon, where 
he died Nov. 18, aged 36, of injuries received in a fall. 


Crane, Charles Frederick, Gardiner, N. Y.; New York 
Homeopathic Medical College and Hospital, New 
York City, 1893; died Nov. 21, aged 86. 


Elliott, Clinton Andrew * Chicago; Chicago Medical 
School, 1922; member of the American Academy of 
General Practice; on the staff of the Woodlawn Hos- 
pital; died in St. Luke’s Hospital Dec. 30, aged 64. 


’ Eppley, James Edward * Commander, U. S. Navy, 


retired, San Leandro, Calif.; Marquette University 
School of Medicine, Milwaukee, 1936; interned at St. 
Agnes Hospital in Fond du Lac, Wis.; entered the 
regular U. S. Navy in 1938; veteran of World War II; 
retired March 1, 1955; died Nov. 29, aged 45, of carbon 
monoxide poisoning as the result of a fire started by 
his cigarette. 


Ernst, Helmuth Christian W. ® East Chicago, Ind.; 
Chicago College of Medicine and Surgery, 1917; 
served as secretary of the board of health of East Chi- 
cago; on the staff of St. Catherine’s Hospital; died 
Nov. 27, aged 64, of cerebral hemorrhage. 


Evans, Elijah John Edwin * Branson, Mo.; University 
Medical College of Kansas City, Mo., 1908; died Dec. 
3, aged 76. 


Evans, Frank Nathaniel * Springfield, Ill.; University 
of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1911; veteran of World War I; died in the 
Memorial Hospital Dec. 4, aged 68. 


Fitzgibbon, Clarence Cyril * Merced, Calif.; Oakland 
(Calif.) College of Medicine and Surgery, 1912; past- 
president of the Merced County Medical Society; 
served as county health officer; past-president of the 
staff of the Merced County General Hospital; on the 
staff of the Mercy Hospital, where he died Nov. 16, 
aged 67, of cerebral vascular accident. 


Flanders, Walter Hubert * Milford, N. H.; Boston 
University School of Medicine, 1899; member of the 
Massachusetts Medical Society; veteran of World 
War I; during World War II medical officer of Selec- 
tive Service; for many years school physician in Mel- 
rose, Mass.: served as a member of the city board of 
health; on the staff of the Melrose (Mass.) Hospital; 
died Dec. 5, aged 81. 


Fletcher, Paul Robert, St. Louis; Homeopathic Medi- 
cal College of Missouri, St. Louis, 1897; retired sur- 
geon of the Union Electric Company; died in the In- 
carnate Word Hospital Dec. 3, aged 79, of heart 
disease. 


/ 


760 DEATHS 


Floyd, Harry Steely, Aitch, Pa.; Western Pennsylvania 
Medical College, Pittsburgh, 1907; died in the J. C. 
Blair Memorial Hospital in Huntingdon Nov. 27, aged 
79, of peptic ulcer and secondary anemia. 


Fry, Melvin, Oklahoma City; Medical College of Ohio, 
Cincinnati, 1904; died Nov. 21, aged 78. 


Gebhard, Karl, Mount Vernon, N. Y.; Albany (N. Y.) 
Medical College, 1916; fellow of the American College 
of Surgeons; veteran of World War I; on the staff of the 
Mount Vernon Hospital; died in Winter Park, Fla., 
Dec. 9, aged 64, of cancer. 


Glenn, Sam G. ® Pacific Palisades, Calif.; University 
of Illinois College of Medicine, Chicago, 1948; in- 
terned at the Santa Monica Hospital, Santa Monica, 
where he was a member of the staff; died in Oxnard 
Dec. 3, aged 37, of pulmonary edema and cardiovas- 
cular failure. 


Grant, Shelley Clair * Van Buren, Ark.; Gate City 
Medical College, Dallas, Texas, 1903; died Nov. 16, 
aged 78, of a heart attack. 


Hall, Reverdy Morriss ® Milwaukee; Harvard Medical 
School, Boston, 1909; member of the American Acad- 
emy of Pediatrics; veteran of World War I; died in the 
Madison General Hospital, Madison, Nov. 25, aged 
73, of heart disease. 


Hand, Edward * New York City; Cornell University 
\Medical College, New York City, 1900; died Dec. 7, 
aved 78, of a heart attack. 


Hull, George Forrest, Durbin, W. Va.; University of 
Virginia Department of Medicine, Charlottesville, 
1905; served as mayor; died Dec. 3, aged 76. 


Lung, Bruce DeWitt ® Kokomo, Ind.; Indiana Uni- 
versity School of Medicine, Indianapolis, 1913; mem- 
ber of the American Academy of General Practice; 
past-president of the Howard County Medical Society; 
on the staff of St. Joseph Memorial Hospital; formerly 
county coroner; veteran of World War I; a charter 
member and past-president of the Kokomo Rotary 
Club; died Nov. 24, aged 68, of multiple myeloma. 


McCallum, Charles * Mesquite, Texas; Memphis 
(Tenn.) Hospital Medical College, 1905; served as city 
councilman; died Nov. 22, aged 79. 


Mesker, George Henry ® Olivia, Minn.; University of 
Minnesota College of Medicine and Surgery, Minne- 
apolis, 1896; died Nov. 19, aged 83. 


Meyer, Raymond John ® Chicago; University of IIli- 
nois College of Medicine, Chicago, 1925; served over- 
seas during World War I; on the staffs of St. Bernard’s 
and St. George hospitals; died Dec. 23, aged 66, of 
coronary thrombosis. 


Monroe, Noel Gates, Barnstable, Mass.; Harvard Med- 
ical School, Boston, 1919; member of the Industrial 
Medical Association; veteran of World Wars I and II; 
retired medical director of the Boston Edison Com- 
pany; died Dec. 6, aged 66, of cancer. 


Moulton, Manning Cole ® Bangor, Maine; Medical 
School of Maine, Portland, 1918; veteran of World 
War I; served as a trustee of the Bangor Public Li- 
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brary and on the city council and water board; on the 
consulting staff of the Eastern Maine General Hos- 
pital; died Dec. 5, aged 63, of coronary thrombosis. 


Neal, James Hal, Tulsa, Okla.; University of Arkansas 
School of Medicine, Little Rock, 1912; an associate 
member of the American Medical Association; veteran 
of World War I; for many vears employed by the city- 
county health department and served as acting city 
health superintendent and city jail physician; on the 
staff of the Hillcrest Medical Center; died Nov. 29, 
aged 72, of coronary thrombosis. 


Sloan, William Wesley * Lakewood, Colo.; University 
of Colorado School of Medicine, Denver, 1917; vet- 
eran of World War I; member of the American Acad- 
emy of General Practice; died in Denver Nov. 10, aged 
64, of acute coronary thrombosis. 


Steuber, William Frank * Elmhurst, II].; Northwestern 
University Medical School, Chicago, 1942; member of 
the American Academy of General Practice; interned 
at St. Joseph Hospital, Chicago, where he served a 
residency; formerly a resident at the Veterans Admin- 
istration Hospital in Hines; veteran of World War II; 
on the staff of the Memorial Hospital of Du Page 
County; died Dec. 31, aged 53, of coronary thrombo- 
sis. 


Stone, Oral Henry * Toledo, Ohio; Harvard Medical 
School, Boston, 1940; specialist certified by the Ameri- 
can Board of Obstetrics and Gynecology; veteran of 
World War II; fellow of the American College of Sur- 
geons; on the staffs of the Toledo, Mercy, Flower, and 
Maumee Valley hospitals; died in the Cleveland Clinic 
Hospital Nov. 18, aged 44, of subacute glomerulone- 
phritis. 


Swallow, Frank Washington * Philadelphia; Jefferson 
Medical College of Philadelphia, 1906; died in the 
Episcopal Hospital Nov. 28, aged 73, of a heart attack. 


Swift, Addison Knox, Wake Forest, N. C.; Louisville 
(Ky.) Medical College, 1895; formerly practiced in 
Woodbine, Ga., where he was mayor, president of the 
school board, and county commissioner; died Dec. 3, 
aged 84. 


Thomson, William Lyon * San Francisco; Stanford 
University School of Medicine, San Francisco, 1927; 
member of the American Society of Anesthesiologists; 
veteran of World War I; on the staff of St. Luke’s 
Hospital, where he died Dec. 3, aged 57, of coronary 
occlusion. 


Vopata, William John * Chicago; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1904; examining physician 
for the Illinois State Boxing Commission; on the staff 
of St. Anthony de Padua Hospital, where he died Dec. 
11, aged 76, of cerebral hemorrhage. 


Wall, William Jocelyn, Davison, Mich.; Saginaw 
(Mich.) Valley Medical College, 1902; served on the 
staffs of the Hurley and St. Joseph hospitals in Flint; 
died Nov. 20, aged 88, of coronary occlusion. 
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Changes in the Cervical Epithelium.—At the meeting 
of the Austrian Society of Gynecology and Obstetrics 
in November, C. Kaufmann stated that atypical epi- 
thelium suggestive of carcinoma in situ was found in 
cervical biopsy specimens in 3% of an unselected series 
of pregnant women with an average age of 28 years. 
The line of demarcation between the columnar and 
the squamous epithelium represents a fixed point in 
the cervix. This is often shifted toward the periphery. 
The ectropion of pregnancy is a particularly impressive 
example of this. The fixed point can also be shifted 
into the cervical canal. This occurs to a marked degree 
in the menopause. These observations are of great 
importance in diagnosis, since atypical epithelium is 
found often in this fixed point. 


BRAZIL 


Allergic Appendicitis.—In the Central Hospital of 
Santa Casa of Sao Paulo, where every surgical speci- 
men is examined, of 4,625 removed appendixes, 3,193, 
or 69%, were histologically normal, according to the 
report by Dr. Walter Maffei in a meeting of the Inter- 
national College of Surgeons. Of these specimens, 
2,365, or 70%, were from women. Histological exami- 
nation of many of the specimens from women showed 
evidence of paralytic vasodilatation due to estrogenic 
action at the time of ovulation. In either sex these 
manifestations may be caused by nutritional disturb- 
ances or worms. In this series, acute appendicitis was 
present in only 179 cases, or 3.8%. Appendicitis com- 
monly starts in the distal third of the organ in a crypt 
of the mucosa with a lesion that generally heals with 
restitution of the mucosa but not of the muscularis 
mucosae. This is the normergic reaction, clinically 
asymptomatic and, therefore, not recognized by the 
physician. Other patients have acute symptoms, and 
the anatomic examination shows destruction of the 
whole mucosa and other layers invaded by the exudate. 
This is ulcerous phlegmonous appendicitis, represent- 
ing the hyperergic form, which tends to heal, thus 
giving rise to the so-called obliterating chronic appen- 
dicitis (10% in this series). As the anpendix is sensitized 
by this lesion, it begins to react to the allergens formed 
in the body and cause the characteristic signs of 
chronic appendicitis. 

In other patients a purulent peritonitis develops and 
causes death. This is the result of anergy. In rarer 
cases the process extends to the liver through the por- 
tal vein, causing a pylephlebitic abscess. One type of 
appendicopathy is characterized histologically by a 
collection of eosinophils in the muscular and submu- 
cosal layers and limited to part of the circumference 
of the organ. This is called eosinophilic appendicitis. 
In 1948, Hegemann ascribed this condition to an 
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allergic process, and since then it has been called 
allergic appendicitis. It is related to worms or food 
allergy. In some cases the central area of the lesion 
consists of fibrinoid necrosis similar in appearance to 
an actinomycotic lesion and is surrounded by a histio- 
cytic reaction and eosinophils; in other cases a true 
epithelioid granuloma is seen. There were 702 such 
cases (15%), in none of which were there any intestinal 
worms. On the other hand, in 102 of those that were 
histologically normal the appendix contained parasite 
ova or even the worm itself. 

Allergic appendicitis manifests itself among young 
people, and it may present both acute and chronic 
aspects, corresponding, respectively, to the diffuse and 
granulomatous forms. Thus, from the pathological 
standpoint the clinical syndrome of appendicitis may 
correspond to the most variable process, depending on 
the allergic state of the patient. Therefore, the appen- 
dicular syndrome as well as the histological findings 
are always allergic in nature. Allercvic appendicitis is 
caused by a distant process, such as tonsillitis, dental 
infection, food allergy from nondenatured proteins, 
and intestinal worms; it generally occurs in persons 
with personal or familial allergic antecedents. Its clini- 
cal diagnosis is not difficult. Commonly it offers no 
danger, and, if an operation is required, it is important 
to desensitize the patient. 


COLOMBIA 


giography.—Dr. Gonzalo Esguerra- 
Gomez (Revista del Hospital de San Juan de Dios, 
vol. 4, no. 15, 1956) has proposed the term cholecysto- 
cholangiography for routine radiologic examination of 
the gallbladder and bile ducts combining the oral 
(iopanoic acid) and intravenous (iodipamide sodium) 
methods in one session. In his paper, the author sum- 
marized his experience with the procedure in 1,400 
patients, in all of whom, except those who had had a 
cholecystectomy, examination was begun with iopan- 
oic acid. Patients in whom shadows of the dye were 
not seen were immediately given an injection of iodip- 
amide sodium. The combined method has made it 
possible to reach a diagnosis in 98% of the patients. 
With the use of iopanoic acid alone, diagnosis was 
possible in 90%, and with the use of iodip mide so- 
dium alone, in 96%. In 4.2% of those whose gallbladder 
was visualized, congenital abnormalities of the biliary 
tract were demonstrated. Of these, 1.9% were of the 
type in which the cystic duct after passing behind the 
hepatic duct opened on its left border. The presence 
of long cystic ducts should suggest this anomaly, 
which is present in about 8% of all persons. Unfortu- 
nately, to be able to make a radiologic diagnosis, it is 
necessary to visualize the trunk of the hepatic duct; 
this is possible in only 20% of patients. The recognition 
of the anomaly in question is important preoperatively, 
as in these patients the surgeon should not leave a 
cystic duct stub, which is, in many cases, a cause of 
postoperative discomfort. The author emphasized the 
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fact that a gallbladder and bile ducts that are radio- 
logically normal are not likely to be a cause of 
symptoms. 


FRANCE 


Diphtheria Epidemic.—In the Revue d’hygiéne et de 
médicine sociale for August, Leroy and Richier-Che- 
vrel report their observations on the diphtheria epi- 
demic that lasted from September, 1953, to March, 
1954. In their series of 137 patients, the classic false 
membrane was observed in only 73. In 11 patients, 
nephritis and myocarditis developed; 8 of these pa- 
tients died. There were no other deaths. Four patients 
had the paralytic form of diphtheria, three the toxic 
form, seven the laryngitic form, and three the cu- 
taneous form, The patients were given plasma, peni- 
cillin, corticotropin, and streptomycin. One hundred 
twelve of the patients had not been immunized against 
diphtheria, and about 25 had had incomplete immuni- 
zation. There were no deaths among those who had 
been immunized. 


Tuberculosis in Children.—In the Revue de la tuber- 
culose for May, 1956, G. Rocher and co-workers state 
that of 222 children (belonging to 198 families) treated 
the source of infection was determined in 30% of the 
cases. Parents were directly implicated in 15%. Of 202 
children whose 94 fathers or mothers were hospitalized 
for tuberculosis, the rate of transmission was 50%. The 
rate was only 34% when the tuberculous parent had 
been isolated and treated within less than one month 
after the diagnosis was made, but it was 61% if the 
tuberculous parent remained for a longer time with 
the family. The father was the source of infection three 
times as often as was the mother. This agrees with the 
difference in morbidity for the two sexes in France. 
This increased morbidity in men is directly linked to 
the consumption of alcohol. 


Cultivation of Smallpox Virus.—Until recently small- 
pox virus could be grown only in chick embryos and 
in monkeys. At a meeting of the Academy of Science, 
Boue and Baltazard presented a technique whereby 
the virus may be grown on tissue cultures. For this 
purpose they used the hearts and kidneys of newborn 
rabbits, the hearts of mature rabbits, and the skin and 
kidneys of human embryos of two to four months ges- 
tation. 


Allergy to Water Fleas.—In Semaine des hospitaux de 
Paris for Oct. 26, 1. Charpin draws attention to the 
danger to which a person exposes himself when using 
fish food containing dried water fleas (Daphnia pulex). 
The author observed 11 patients with allergic dis- 
orders, 8 of whom had asthma attributable to a 
sensitivity to water fleas. 


INDIA 


Central Council of Health.—In inaugurating the fifth 
meeting of the Central Council of Health, the Union 
Health Minister said that the state governments 
should make full use of the assistance offered to them 
in connection with the health plans in the Five Year 
Plon. It is necessarv to plin well in advance in order 
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to coordinate the work of the various departments in 
the states, which are responsible for the execution of 
these schemes. It is equally necessary to maintain a 
close liaison with the Union Ministry of Health. She 
further added that the country should intensify its 
training program to cover the shortage of trained 
nurses. The National Malaria Control Program has 
progressed satisfactorily, and 38 additional units will 
be allotted to various states, thereby bringing the 
total to the full complement of 200 units envisaged 
under the program. The filariasis control program has 
also shown satisfactory progress. By making the peo- 
ple more conscious of family planning (although the 
progress as measured by the number of clinics opened 
during the First Plan was not impressive ) and by mak- 
ing them more conscious of the need for it, the 
ground has now been prepared to embark on a coun- 
trywide program. 

The council recommended that the state govern- 
ments introduce compulsory revaccination against 
smallpox in children at the time of admission to school. 
It also urged that more centers for research in the 
indigenous systems of medicine be opened. Suitable 
provision should be made for the prohibition of pollu- 
tion of sources of water. The malaria control program 
should be converted into an eradication program as 
soon as possible. Dissatisfaction was expressed at the 
limited progress achieved in implementing the recom- 
mendations made by the nursing committee. It was 
recommended that state governments should consider 
appointments of family planning boards similar to the 
one recently established by the government and that 
a family planning officer should be appointed in each 
state. 


Phenylbutazone.—According to M. N. Bhattacharya 
(Indian Practitioner 9:10, 1956), phenylbutazone is a 
powerful analgesic drug that is useful in relieving 
pain in many painful conditions. Its mode of action 
is not known. A formidable array of toxic symptoms, 
some of which may be fatal, has been reported fol- 
lowing oral administration of the drug. The cause of 
this toxic effect is not known. It is, therefore, doubtful 
if this drug, which is not curative but has only a pallia- 
tive and temporary analgesic effect, should replace 
other less toxic but equally effective analgesics. 


Evaluation of Quinazolones.—According to M. L. 
Gujral and co-workers (Ind. J. M. Sc. 10:11, 1956), 
compounds QZ-2 (2-methyl-3-0-tolyl-4-quinazolone ) 
and QZ-4 (2-ethyl-3-phenyl-4-quinazolone ) are color- 
less, odorless, nonirritant, bitter, stable crystals that 
depress activity of the central nervous system in white 
albino rats. Sedation, hypnosis, narcosis, and death 
from respiratory failure have been produced by giving 
increasing doses. Using diallyi barbituric acid as the 
standard of reference, the drugs were given clinical 
trials on medical and surgical patients for their hypnot- 
ic potency and on healthy volunteers for sedative 
effects on mental state, respiration, pulse rate, and 
blood pressure. Both compounds were found to 
possess a significant hypnotic activity. The hypnosis 
produced by 100 mg. of diallyl barbituric acid appears 
to be of lesser duration than that produced by 120 mg. 
of QZ-2 and of greater duration than that produced 
by 180 mg. of QZ-4. Neither compound, when given 
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in therapeutic doses, produces specific effects on the 
blood pressure, pulse rate, or respiration of normal 
persons. 


Tropical Eosinophilia.—The possible parasitic role in 
the causation of tropical eosinophilia has been studied 
by R. N. Chaudhari and co-workers (Bull. Calcutta 
School Trop. Med. 4:4, 1956), who tried piperazine 
derivatives, which possess a wide range of anthelmin- 
tic action, in the treatment of patients with this condi- 
tion. They treated 28 patients with tropical eosinophilia 
with diethylcarbamazine citrate. A complete blood 
cell count was made on admission. The average eosino- 
phil count in the series was 16,634 per cubic millimeter. 
Before the treatment was started, roentgenograms of 
the chest were made in all patients. The eosinophil 
count was repeated after a week of treatment, con- 
sisting of four 50-mg. tablets given every six hours 
for seven days. Proportionately smaller doses were 
given to children. The total eosinophil count came to 
below 2,000 per cubic millimeter within three weeks 
of completion of the course of treatment in 12 patients 
and within six weeks in 8 patients. Sixteen patients 
were relieved of their pulmonary symptoms and dis- 
charged as cured. Radiologic mottlings in the lung 
fields, if present, also tended to regress with improve- 
ment in the eosinophil count. The results were in- 
determinate in five patients and in two the response 
was too slow to be attributable to the drug. One boy 
could not be given the full dosage because of intoler- 
ance to the drug. The drug seems to be of value in the 
treatment of patients with this condition, the response 
being striking in most patients. 


Medical Research.—In his inaugural address in No- 
vember at the annual meeting of the Scientific Ad- 
visory Board and the Advisory Committees of the 
Indian Council of Medical Research, Shri Pillay, Sec- 
retary of the Ministry of Health, said that the chief 
problems to be faced were environmental sanitation, 
provision of an adequate drug supply, nutrition, and 
the limitation of population growth. As regards com- 
municable diseases, practical gains were evident in the 
fields of plague, cholera, malaria, filariasis, and lep- 
rosy control. Two projects in the field of antituberculo- 
sis work are included in the second Five Year Plan. 
One of these is a survey of tuberculosis in different 
parts of the country, and the other one is a controlled 
clinical trial with chemotherapeutic and antibiotic 
agents in the home treatment of tuberculous patients. 
A study of the epidemiology and control of trachoma 
was also initiated. To date, 86 fellowships have been 
awarded with the aid of the Rockefeller Foundation. 


Viral Hepatitis —K. N. Gour in Licentiate for October, 
1956, reported a series of 24 patients with viral hepa- 
titis. He found that tetracycline is superior to sul- 
fonamides or penicillin in treating this disease. In this 
series, 13 patients were treated with tetracycline. Their 
temperature rapidly came down to normal, and their 
gastrointestinal symptoms were relieved. The icteric 
index fell rapidly, and except in one patient it showed 
no tendency to rise again. The duration of illness was 
reduced, two or three weeks being the average dura- 
tion in those treated with tetracycline. Six patients 
treated with lipotropic factors took three to five weeks 
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for recovery, and in practically all of them there was 
an increase in the icteric index and the symptoms a 
few days after starting the treatment. Five untreated 
control patients took three or four weeks for recovery, 
and periods of exacerbation were frequent. Methionine 
was of little value in the treatment of this disease. 
It neither shortened the duration of the disease nor 
lessened its severity. Corticotropin was also of no 
value. Tetracycline was more effective in the early 
stages of the disease, that is, in the stage of viremia 
and before hepatic damage had progressed. It may 
have some antiviral properties, or it may merely act 
on the superimposed secondary bacterial infection in 
the upper gastrointestinal tract. 


Medical Licentiates’ Association.—Inaugurating the 
40th session of the All-India Medical Licentiates’ 
Association, the president appealed to physicians to. 
be willing to settle in villages where there is less 
competition and life is generally easier and healthier. 
He said that it was a pity that most physicians were 
concentrated in towns. This has resulted in depriving 
the villages of adequate medical care. The govern- 
ment is anxious to distribute physicians more evenly 
over urban and rural areas, and it has devised plans 
for subsidizing village dispensaries. 


SWEDEN 


Routine Health Examinations.—In the fall of 1954, the 
public health authorities introduced free medical 
checkups. This plan was to be limited at first to a 
comparatively small group of adults, so that experience 
might be gained before a more ambitious, nationwide 
system of medical checkups was attempted. The most 
disillusioning discovery was the refusal of about 33% 
of the persons approached to avail themselves of a 
free and thorough medical examinxtion. Another dis- 
appointing finding was that among the 2,500 persons 
examined only 479 could be regarded as perfectly 
healthy; 227 were found to be seriously ill, although 
they had considered themselves fit. Among these 227 
were 57 who had to be sent to the hospital at once. 
As this experiment has shown that a large proportion 
of the community is not appreciative of the value of a 
periodic medical checkup, the prospect of a nationwide 
offer of free medical examinations is not very promis- 
ing. As such a checkup must be on a voluntary basis, 
the community is evidently in need of educational 
propaganda on the subject if such a project is to be 
successful. 


UNITED KINGDOM 


Wellcome Foundation Historical Medical Library.— 
This library, which has been described as the largest 
and finest repository of medical history in the world, 
includes among its archives over 100,000 autographed 
documents. A selection of these is now on exhibit. 
They include a letter from Dr. James A. Gilman, with 
whom Samuel Taylor Coleridge lived at Highgate 
from 1816 until his death in 1935, that gives a descrip- 
tion of the postmortem findings in Coleridge: “The 
left side of the chest was nearly occupied by the heart, 
which was immensely enlarged, and the sides of which 
were so thin as not to be able to sustain its weight 
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when raised. The right side of the chest was filled with 
a fluid enclosed in a membrane having the appearance 
of a cyst, amounting in quantity to upwards of three 
quarts.” Another interesting exhibit is a letter from 
George Bernard Shaw that includes the following 
statements: “A cure for gastritis (and for most other 
ailments) is not to take a doctor's advice. If you tell 
vour stomach that it must behave itself, and show it 
that you really mean it, it will.” Other exhibits include 
letters from Charles I], Alexander Pope, Samuel John- 
son, and General Gordon of Sudan fame. 


Ankylosing Spondylitis—Abbott and Lea (Lancet 
2:1317, 1956) investigated the records of two series of 
patients with ankylosing spondylitis, one treated by 
radiotherapy and the other by other methods. A list 
was made of all patients to whom a pension had been 
granted for disability from one of the following con- 
ditions: ankylosing spondylitis, spondylitis deformans, 
spondylitis ankylopoietica, spondylarthrosis ankylo- 
poietica, sacroiliac disease, and arthritis of the spine 
and sacroiliac joints. The series was not entirely free 
from selection; the patients were all young men of 
military age and were physically fit apart from the 
spondylitis. The expected deaths from leukemia, based 
on the general distribution of the disease, were cal- 
culated and compared with those in the two groups. 
In 399 men treated by methods other than roentgen 
irradiation, a death rate of 0.17 was expected. Since 
there were no deaths, there was a remarkably good 
agreement between expectation and observation. In 
the 1,627 men treated by irradiation, a death rate of 
(.33 was expected. There were seven deaths in this 
group. There was, therefore, a gross excess of deaths 
from leukemia in the patients treated by radiotherapy. 
The odds against this excess of deaths from leukemia 
being due to chance were greater than 1,000,000 to 1. 
The results indicate that leukemia is associated with 
(1) ankylosing spondylitis, (2) irradiation, or (3) anky- 
losing spondylitis treated by irradiation. The hypoth- 
esis that ankylosing spondylitis is a factor in the 
production of leukemia cannot be excluded until a 
larger series is available for comparison. 


Toxicity of Methylpentynol.—Methylpentynol, which 
until recently was obtainable in Great Britain without 
a prescription, has been widely used as a hypnotic 
and sedative. Marley and Chambers have shown that 
it is not so safe as was supposed and have described 
eight cases of severe intoxication due to it ( Brit. M. J. 
2:1467, 1956). The patients were all given small quan- 
tities of the drug. The clinical findings resembled 
those of alcoholic intoxication. A fairly characteristic 
appearance was that of loss of tone in the facial 
muscles, with unilateral or bilateral ptosis. Other 
abnormalities included dilated pupils that reacted 
sluggishly to all stimuli, sustained rhythmical nystag- 
mus to conjugate lateral gaze, diminished corneal re- 
exes, suffused conjunctivas, diplopia, dysarthria, and 
fine tremor of the protruded tongue. When present, 
ataxia was of either the cerebellar or the posterior col- 
umnar variety, or a mixture of the two. Consequently, 
muscle tone was usually decreased. Paraphrasia or 
nominal dysphasia was also frequently observed. The 
spectrum of mood deviations ranged from elation to de- 
pression, a preexisting depressed mood being so intens- 
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ified that the patient expresses suicidal ideas. These 
changes were reversible. Disorientation amounting to 
confusion, visual hallucinations, and occasional abnor- 
malities of ego function were also observed. Such ab- 
normalities of ego function included mild depersonali- 
zation and derealization, déja vu phenomena, time 
distortion, and body-image disturbances. Withdrawal 
symptoms occurred in one patient. Side-effects were 
observed in another 30 patients receiving methylpenty- 
nol, but these were confined to minor alterations in the 
mental state. Many of the patients were seen in a 
mental hospital. 


Intra-arterial Oxygen for Peripheral Vascular Disease. 
—Following the observation that small quantities of 
oxygen and various other gases injected into the 
brachial artery of normal subjects produce marked 
dilatation of the vessels, Marshall and Whelan have 
treated peripheral vascular disease of the upper and 
lower limbs by the intra-arterial injection of oxygen 
(Brit. M. J. 2:1448, 1956). They have compared the 
results obtained with those that follow the intra- 
arterial injection of tolazoline hydrochloride, hydrala- 
zine hydrochloride, and phenyl-iso-butyl-n-p-hydroxy 
ephedrine (Dilatal). A continuous intra-arterial infu- 
sion of 0.9% saline solution was maintained from a 
mechanically driven syringe, and gaseous oxygen was 
added slowly to the stream of saline solution through 
a side arm in the connecting tubing; 10 ml. of oxygen 
administered over 10 to 15 minutes was given in the 
upper and 30 ml. in the lower limb. Variations in blood 
How before and after treatment were determined by 
the technique of venous occlusion plethysmography. 
Eighteen patients with Raynaud’s disease, intermittent 
claudication, and ischemic necrosis of the feet were 
treated. The increase in blood flow after oxygen in- 
jections lasted 24 to 60 hours; this was far in excess of 
that produced by any of the three drugs used. They 
acted for only two to five hours. Provided precautions 
are taken to avoid air embolism, the intra-arterial in- 
jection of small amounts of oxygen is considered safe. 
It is possible, however, that in patients with degen- 
erative arterial disease such injections may cause local 
damage to the vessel wall or may dislodge material 
from atheromatous plaques. The method should not 
be used in patients with a very low resting blood flow 
or in those with recent occlusion of a major vessel. In 
the latter case, injected oxygen might be sufficient to 
occlude entirely the few patent vessels remaining, 
with a muscle infarction resulting. 


Shortage of Radiography Technicians.—There is a 
shortage of radiographers even in teaching hospitals, 
where improved conditions and status are failing to 
attract recruits. The greatest shortage seems to be in 
mass radiography units and chest clinics. When some 
of the senior positions are advertised, there are some- 
times no applicants at all. Some mass radiography 
units have never had their full complement of radi- 
ographers and have been relying on unqualified 
personnel. The outlook is grave, because insufficient 
numbers are being trained. In addition, darkroom tech- 
nicians are scarce. In 1949, there were 1,994 full-time 
trained radiographers in the National Health Service 
and 880 in training. By 1955, in spite of the increased 
work in radiologic investigations and treatments, there 
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were 3,077 radiographers but only 684 trainees. The 
shortage is attributed mainly to the low salaries paid, 
but, in addition to this, parents are reluctant to let 
their children enter an occupation that they do not 
consider safe. Much prominence has been given in the 
press recently to the hazards of exposure to radiation 
by patients undergoing diagnostic and therapeutic ex- 
posure to roentgen rays. Actually the risks under mod- 
ern standards of protection are negligible. The finan- 
cial prospects in the field are poor. The beginning 
salary for the recently qualified radiographer is $1,176 
per year; after five years a radiographer, who may then 
be married, may still be earning only $1,358. Many of 
the women leave the field to marry, and a number of 
the men leave to go into industry or to go abroad. 
Under the new scale the top salary for a superintend- 
ent radiographer is $2,100. This is low in comparison 
with that of a chief laboratory technician, who gets 
$2,870. Training must be paid for, and on completion 
the salary does not compare well with that of the cler- 
ical staff in the National Health Service. 

It is indeed an anomaly that the salary of the driver 
of a mobile mass-radiography unit may be more than 
that of the unit radiographer. Radiographers are also 
at a disadvantage in that they cannot supplement their 
income by overtime or outside work. Their hours of 
work are limited by the recommendations of the Brit- 
ish X-ray and Radium Protection Committee. Only 
emergency calls or stand-by duties are permitted. If 
the field of radiography fails to attract new entrants, 
there will ultimately be a breakdown in the hospital 
radiology service. In at least four London hospitals 
the radiology departments are so understaffed that 
the waiting lists of patients are growing every day. It 
still takes several weeks in some hospitals tor a ra- 
diologic study to be done, unless it is an emergency. 


Nursing Careers.—The shortage of nurses is due as 
much to the qualifieu nurse giving up er career as 10 
the shortage of recruits. 10 discover tue reason why 
nurses abandon their protession, the Dan Mason Nurs- 
ing Research Committee sent a questionnaire to 1,200 
nurses who had been qualified two to two and one- 
half years. There were 987 replies, 866 from women 
and 121 from men. Of the women, 44% were still nurs- 
ing in hospitals; 16% were either practicing midwifery 
or in training for it; 11% were nursing in public health, 
private duty, or the armed services; 4% had gone over- 
seas; and 24% had left the profession. Of those who 
had left the profession, 20% had done so because of 
marriage and 2% for other occupations. As this was 
the situation two to two and one-half years after quali- 
fication, further losses might be expected in the next 
few years. Although 20% of the women gave marriage 
as the reason for giving up their work, a third of the 
total number of female nurses were, in fact, already 
married and 10% were engaged. The figure of 4% 
who had gone overseas may not appear to be large, 
but a further 13% were planning to go abroad, making 
the loss in the near future 17%. It would also be ex- 
pected that many who did not reply did not do so 
because they were abroad. It was subsequently ascer- 
tained that 5% had, in fact, emigrated. This brings 
the total of emigrant or prospective emigrant female 
nurses to over 20%, making a total loss at present and 
in the near future of over 40%. 
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The figures for male nurses, who form a much 
smaller group, are different in that on marriage they 
do not leave work; 82% were still working in hospitals, 
and, of these, 46% were in mental hospitals looking 
after male patients, 7% were in other branches of the 
nursing service, and 3% were nursing overseas. Many 
of the grounds for dissatisfaction given by the male 
and female nurses were those mentioned in the Lancet 
Commission on Nursing in 1932, namely, long and of- 
ten inconvenient hours of duty, insufficient notice of 
off-duty time and leave, too much menial work that 
could be done by domestics, lectures on the morning 
after night duty, outmoded and unnecessary discipline 
wielded by head nurses, and petty restrictions. As ex- 
amples of the last-mentioned, make-up when on duty 
has only recently been allowed and in some hospitals 
nurses living in the hospital must be in by 10 p. m., 
even when off duty. With regard to pay, the men were 
more dissatisfied than the women; 63% of the men 
and only 23% of the women gave insufficient pay as 
the cause of dissatisfaction. This was probably due to 
the poor chances of promotion of the men and to 
their increased financial responsibilities on marriage. 
Most nurses found the work satisfying, and 86% of the 
women and 51% of the men recommended it as a pro- 
fession. 


Accidents in the Hospitals.—In a group of hospitals in 
northwest London with 1,450 beds there were 653 
accidents to patients in the last two years, during 
which time 35,375 patients were admitted. Of the 653 
accidents, 350, or more than half, happened at the bed- 
side, through the patient either falling out of bed or 
falling while getting out of bed; 71 patients fell off 
chairs or off toilet seats; and 191 of the accidents were 
due to patients slipping. Other accidents were due to 
falling off wheeled litters, burning by hot water 
bottles, scalding by spilled hot tea, and, in one case, 
attempted suicide. Detectable injury occurred in 308 
patients and included fractured limbs in 9, scalp lac- 
erations in 33, and burns and scalds in 8. Many of 
these accidents were preventable, e. g., slipping could 
be minimized by washing and not polishing floors and 
falling out of bed could be prevented by having beds 
nearer the ground and by fitting them with guard rails 
for senile and mentally confused patients. In wards for 
the elderly and infirm, haircord carpets should replace 
linoleum or waxed floors. 


Unexpected Death in Infants.—The pathologist is con- 
stantly faced with the almost impossible task of at- 
tempting to explain apparently extremely sudden 
deaths in young children and infants. In a study of 50 
young children who died suddenly and unexpectedly, 
Emery and Crowley noted that the histories obtained 
did not always fit the postmortem findings (Brit. M. J. 
2:1518, 1956). In fact, in only 5 of the 50 cases was 
the history obtained by the coroner substantially con- 
sistent with the history obtained after the child’s burial. 
In 33, the history obtained was wrong enough to affect 
the diagnosis. Follow-up histories showed that all the 
infants had shown some abnormality before death and 
that most had had symptoms of over two days’ dura- 
tion. The authors emphasize that, in arriving at the 
cause of death in these cases, the history is often cru- 
cial in making a correct diagnosis. They suggest that 
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the probable reason for the inaccurate histories ob- 
tained is the effect on the mother of the mental dis- 
turbance and psychic trauma caused by the infant's 
unexpected death, together with the fear produced by 
the police and the coroner's investigation. The impres- 
sion gained was that often the parents did not fully 
understand what they said to the coroner's officer. 
There was no intention to mislead, but the mental 
disturbance and the police investigation may affect the 
sanest of parents. 

The authors believe that the most efficient and hu- 
mane procedure in investigating the cause of sudden 
death in young children would be to take it out of 
the hands of the police. The general practitioner 
should obtain consent for an autopsy. He should also 
notify the coroner. Then a careful history could be 
obtained by the hospital pediatrician or pathologist. 
This would be more likely to elicit a good history 
than does questioning by the police or the coroner. 


Adenoviruses and Acute Respiratory Infections.—Tyr- 
rell and co-workers have investigated the association 
between adenovirus infection and acute respiratory 
tract disease (Lancet 2:1326,1956). Serums were col- 
lected over long periods from soldiers and civilians, 
including boys at boarding schools who were suffering 
from febrile respiratory disease. All were tested sero- 
logically by complement-fixation tests for influenza A, 
B, and C viruses and adenovirus. A positive result was 
recorded when serum collected 10 or more days after 
that collected at the onset of illness showed a fourfold 
or greater rise in antibody titer. Of 303 pairs of serums 
tested, 42 (14%) were positive for adenovirus. These 
were mainly from patients who were in small epi- 
demics. Common symptoms were malaise, nausea, 
vomiting, slight pyrexia, sore throat, a cough, en- 
larged or inflamed tonsils (sometimes with small 
patches of yellow exudate), and hoarseness. Usually 
there was a rapid return to health in four or five days 
after rest in bed and symptomatic treatment. 

These results confirm the observations of American 
investigators that adenovirus infection occurs in asso- 
ciation with febrile respiratory illness in a small pro- 
portion of cases. In a certain number of cases gastro- 
intestinal symptoms—nausea, vomiting, and diarrhea 
—were also present. The authors have also recovered 
the virus from surgically removed adenoid tissue. Pa- 
tients with epidemic and sporadic respiratory disease 
whose symptoms were clinically identical with those 
associated with adenovirus infections but in whom 
there was no evidence of infection with adenoviruses 
or other agents were seen. As in other virus infections, 
variations in the state of the host, the mode of infec- 
tion, and the virulence of the organism may lead to a 
variety of clinical results; hence, no one clinical 
syndrome is associated exclusively with one serotype 
of the virus. 


Disciplinary Proceedings in Hospitals.—The Ministry 
of Health has issued a revised memorandum (H. M. [56] 
98) on the procedure for dealing with disciplinary cases 
affecting all grades of medical staff members employed 
in the National Health Service. In the case of senior 
personnel, the memorandum states that no decision on 
disciplinary action should be taken without affording 
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the offender an opportunity of being heard. Guidance 
is given to hospital authorities on cases involving pro- 
fessional behavior or competence, as distinct from 
personal conduct, of any physician or dentist on their 
staff. The Ministry suggests that a small investigating 
committee should be set up to investigate complaints 
likely to give rise to disciplinary action. The function 
of the committee would be to ascertain the facts, to 
decide whether the physician was at fault, and to re- 
port to the hospital authority. It would not concern 
itself with any disciplinary action that might be taken. 
The memorandum suggests that any investigating com- 
mittee should be predominantly, but not exclusively, 
professional and should include one or two profes- 
sional members of high standing not attached to the 
hospital or connected with the case. For the first time 
the accused physician will be allowed legal represen- 
tation. 


Accidents in the Home.—Of the 18,000 accidental 
deaths occurring in Great Britain annually, about half 
occur in the home. Major Gen. B. K. Young of the 
Royal Society for the Prevention of Accidents stated 
that more people are killed in the home in Great Brit- 
ain than on the roads but that far more publicity is 
given to road accidents. The chief victims are children 
under 5 years of age (11%) and elderly people over 65 
years of age (70%). Most fatal injuries are due to falls 
(61%), accidental poisoning (14)%, burns and scalds 
((11%), and suffocation (10%). The increase in the num- 
ber of fatal accidents in recent years is attributed to 
the increased number of old and infirm persons; the 
increased use of gadgets, many of which are poten- 
tially dangerous; and the lack of supervision of young 
children in families in which the mother goes to work. 
On the other hand, accidents in transport and industry 
have fallen remarkably in the last 20 years. It is hoped 
that accidents in the home may be prevented by a sur- 
vey to examine in detail their causes and by careful 
propaganda and education. About 80 local home-safety 
committees have been formed, and the Home Office 
has set up a standing interdepartmental committee to 
deal with the problem. 


Health of School Children.—Children are reaching 
adult stature at an earlier age than they did formerly, 
and more of them suffer from overnutrition than from 
undernutrition (“The Health of the School Child,” 
Report of the Chief Medical Officer of Health, Min- 
istry of Education, Her Majesty's Stationery Office, 
1956). The average weight of the school child has con- 
tinued to increase, and only 1.46% were considered to 
be in poor physical condition, compared with 2.55% 
in the previous year’s report. A sample of 21,000 Lon- 
don children weighed and measured in 1955 showed 
that in comparison with children examined six years 
ago there was an increase of 0.59 in. (1.49 cm.) in 
height and 3.3 Ib. (1,496.84 gm.) in weight among the 
boys and 0.39 in. (0.99 cm.) and 2 lb. (907.18 gm.) 
among the girls. In Liverpool, children between 8 and 
12 years of age who were considered to be in poor 
physical condition were actually heavier than those in 
good physical condition 20 years ago. There has, how- 
ever, been no increase in adult stature; children simply 
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attain this at an earlier age than formerly. Undernutri- 
tion is no longer the problem that it was a generation 
ago. The number of grossly overweight children is 
increasing, although the number is small. Most of these 
are cases of simple obesity due to an appetite out of 
proportion with bodily needs. Such cases are begin- 
ning to worry school medical officers as much as do 
undernourished children. In spite of adequate nutrition 
and good family care, it is disturbing to read that 
250,000 have vermin-infested hair. 

Child mortality is continuing to decline. During 
the year covered by the report, there were 2,753 deaths 
of children between the ages of 5 and 14 years, com- 
pared with 9,047 in 1938. There has been a most spec- 
tacular decline in mortality from some diseases that 
at one time caused many deaths, such as diphtheria 
and tuberculosis. Deaths from diphtheria fell from 
1,733 in 1938 to 5 in the last year; the drop in deaths 
from tuberculosis was from 973 to 54. Deaths due to 
accidents, however, did not decline. There were 404 
deaths from automobile accidents and 485 from other 
causes. According to the report, almost twice as many 
children from 5 to 14 years of age meet death from 
violence as die from all the infectious diseases put 
together. 

A number of ophthalmologists have commented on 
television and its effect on health and eyesight. The 
general view is that too much television, seen at the 
wrong angle and too near the screen, is causing an 
increased amount of headache in children. “Television 
headache” is now a disease entity in children. Another 
opinion is that the onset of myopia can be caused by 
indiscriminate viewing. Provided that the child does 
not sit nearer than 6 ft. to the screen and sits in front 
of it, in a well-ventilated room, for limited periods, it 
is considered that watching television is not injurious 
to health or eyesight. The school dental service shows 
some improvement. There are now 1,000 full-time den- 
tists, but even this figure needs to be doubled for a 
satisfactory school dental service. 


Death due to Slimming.—The death of a woman who 
took small doses of turpentine substitute (a petroleum 
distillate) for slimming has been investigated by the 
Sheffield coroner, who recorded a verdict of death by 
misadventure. Apparently in this area it is thought by 
the public that turpentine or turpentine substitute is 
effective as a slimming agent. The coroner said that it 
was extremely dangerous to take it repeatedly even in 
small amounts. A Sheffield pathologist stated that the 
turpentine substitute had produced progressive liver 
damage in the woman. 


Filariasis.—A concentrated effort to stamp out filariasis 
is being made in parts of East Africa. An experiment 
is being started in January on the island of Pate, north 
of Lamu, to eradicate the mosquitoes that act as a vec- 
tor for filaria. Several species breed in brackish tidal 
water and lay their eggs on the claws of crabs. A 
village on Pate has been selected; all houses will be 
sprayed with insecticide to kill the mosquitoes, and 
villagers will be given drugs to kill the filariae. At 
present, one person in three on the island suffers from 
filariasis. For many years the inhabitants have refused 
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medical aid. Being staunch Muslims adhering to the 
Koranic law, they regard entry into their home by 
strangers as a violation of that law. A number of un- 
tamed cats on the island are infected with the same 
parasite causing human filariasis in Malaya. 


Certificate of Registry Refused to Physician.—The case 
of a young physician who completed the required year 
of internship but was refused a certificate enabling 
him to be fully licensed is to be referred to the Min- 
istry of Health. It is the first time this has happened. 
On a complaint by the Council of the British Medical 
Association, the matter was discussed by the general 
medical council. Under the Medical Act of 1950, a 
newly qualified physician must spend six months as a 
medical and six months as a surgical intern. When he 
receives a certificate of satisfactory service, on the 
advice of a consultant or other senior staff member, 
he is entitled to be fully licensed. Dr. I. D. Grant, 
chairman of the representative body of the British 
Medical Association, said the association was anxious 
that justice be done. Under the present method, it is 
possible for a chief to take a dislike to an intern and 
to refuse him his certificate. A young physician should 
not be at the mercy of the particular chief he serves. 
If his conduct is unsatisfactory and not likely to en- 
able him to receive a certificate, his chief should give 
him a warning. Dr. G. Clark, of the Ministry of Health, 
said hospital authorities had already been told that if 
there were any likelihood of a man not receiving a 
certificate he should be informed as soon as possible. 
In later discussion, an allegation that the young phy- 
sician had no court of appeal was refuted. He could 
go to the board of his medical school. 


Death of Lionel Whitby.—Brig. Sir Lionel E. H. Whit- 
by died at the age of 61. He was a distinguished 
bacteriologist and hematologist. For his work in the 
discovery and development of the sulfonamides, he 
was knighted in 1945. In the same year he was also 
awarded the Gold Medal of the Royal Society of 
Medicine. In 1928, when he was bacteriologist at Mid- 
dlesex Hospital, he was called in to attend King 
George V. As a specialist in therapy with sulfonamides, 
he treated Sir Winston Churchill in 1943. Sir Lionel 
lost a leg in World War I. In World War II he di- 
rected the Army blood transfusion service. In 1945, 
he was appointed regius professor of physics at Cam- 
bridge University, and two years later, master of 
Downing College. He was vice-chancellor of Cam- 
bridge University from 1951 to 1953. In recent years 
he had been in the United States as visiting professor 
of medicine at Harvard and at New York State Uni- 
versity. He was president of the British Medical Asso- 
ciation in 1948. 


Virus Laboratory.—The Medical Research Council is 
setting up a virus production unit at its serum labora- 
tories at Carshalton. It is expected to start operation 
in April. Its main function will be to produce polio- 
myelitis virus on a fairly large scale. It will also pro- 
vide for research on virus cultivation and for the 
preparation of tissue cultures. Another function will 
be the production, for research purposes, of different 
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strains of virus that may find a place in future polio- 
myelitis vaccines. This unit is needed, for, although 
there is a substantial amount of experience on the use 
of Salk-type vaccines in different countries, there is no 
evidence that the use of such vaccines could entirely 
prevent poliomyelitis. Experience with the use of 
killed vaccines against other diseases would strongly 
suggest that their use must always be combined with 
other preventive measures. For the prevention of 
poliomyelitis, much more knowledge is required on 
the way in which the virus is disseminated through 
the population and on the distribution of immunity 
among the population. It is also important that meth- 
ods be developed for the early diagnosis of the dis- 
ease. Such methods will become even more significant 
should any chemotherapeutic method of treating polio- 
myelitis be discovered. Promising new tests for the 
detection of poliomyelitis antibodies in human serum 
are now under investigation. These tests and also the 
present methods available for early diagnosis (the 
complement-fixation test and the direct isolation of 
the virus) require large quantities of poliomyelitis 
virus and tissue cultures. 


New Smog Mask.—Postmen in London and Man- 
chester have taken part in trials of a new lightweight 
smog mask. The men, all volunteers over 35 years of 
age, suffer from bronchitis. One said the mask was so 
comfortable that he could not tell he had it on. Made 
from transparent plastic material, it protrudes in front 
of the face and does not fit closely over the mouth or 
nostrils. A small container gives off ammonia vapor 
from crystals. 


Explorers Act as “Guinea Pigs.”—Members of the Com- 
monwealth Trans-Antarctic Expedition will act as hu- 
man guinea pigs for a series of experiments in the 
Antarctic, according to Dr. V. E. Fuchs, their leader. 
Some of them will, at measured intervals, wear inte- 
grating mechanical pneumotachographs, which meas- 
ure oxygen intake, during the performance of certain 
tasks in various conditions and temperatures, in propor- 
tion to the amount of energy used. Every gram of food 
eaten will be weighed, and the amounts of liquid con- 
sumed will be measured. Sleep rhythm records will 
be kept by each man. Each man is to have a card on 
which will be stated the hours spent in sleep, the work 
engaged in, and weather conditions. Cutaneous sensi- 
tivity tests will be performed, and the thicknesses of 
the subcutaneous fat will be measured. The diet will 
include 125 gm. of butter and 155 gm. of pemmican 
a day. Pemmican is 50% fat. The diet will necessarily be 
high in fats and proteins. The results of the tests should 
give valuable physiological data on human reactions in 
extreme conditions. The expedition is expected to be 
the first to cross the Antarctic Continent by land. 


Physicians Seek More Gasoline.—Individual cases of 
physicians, who are in the top priority class for gas- 
oline rations, being severely curtailed in their supple- 
mentary supply of gasoline are being reported to the 
British Medical Association and local executive com- 
mittees of the National Health Service. With midwives, 
home nurses, veterinary surgeons, invalid carriage 
users, and disabled drivers, physicians in private prac- 
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tice have been guaranteed gasoline “according to 
needs.” Interpretation of needs is the cause of dissatis- 
faction among some practitioners. Because the govern- 
ment raised the duty on gasoline by 14 cents a gallon 
and also because of the longer distance gasoline travels 
from its source, the cost has risen from 65 to 85 cents 
a gallon. 


Electric Stimulator for Cardiac Arrest.—In Lancet for 
Dec. 8, 1956, Leathern and co-workers report the use 
of a simple electric apparatus for restarting and 
maintaining the heart’s action on two patients suffer- 
ing from cardiac arrest. After it had overcome a ven- 
tricular standstill, the new electric stimulator kept a 
66-year-old woman alive for several days. Use of the 
stimulator restored spontaneous ventricular rhythm. 
Cardiac arrest recurred, and the stimulator had to be 
used again for two hours before spontaneous ventric- 
ular activity returned. The patient later died when the 
stimulator was not available. The second patient was 
a 38-year-old man whose heart beat was maintained 
for several hours by an apparatus consisting of a high- 
tension battery condenser and a telegraph key. 


Councils Urge Medical Test For Aliens.—In the opin- 
ion of the Association of Municipal Corporations, all 
immigrants entering Great Britain should be medical- 
ly examined. It has forwarded its views to the Minis- 
try of Health. There should be power to exclude im- 
migrants suffering from tuberculosis, mental illness or 
mental deficiency, and any infectious disease. Inspec- 
tion of the immigration laws of European and Com- 
monwealth countries shows that Great Britain, 
Denmark, and Holland are the only nations allowing 
immigration without medical examination. Of 121,471 
immigrants entering England in 1954 for a lengthy 
stay. 82,600, or 68%, were not subject to medical ex- 
amination, except for the normal port check on in- 
fectious diseases. 


WORLD HEALTH ORGANIZATION 


Health of the Refugee.—The World Health Organiza- 
tion team that went to Austria to assist the authorities 
in problems arising out of the influx of refugees from 
Hungary consisted of Dr. A. Mochi (epidemiology), 
Drs. M. Pfister and D. Buckle (mental health), and 
H. Shipman (public health engineering). The situation 
in respect to epidemics arising from physical priva- 
tions and poor hygiene was not unfavorable. Apart 
from cold and hunger, most of the refugees were in 
good physical condition. Precautions against typhus 
were taken. Vaccinations in Hungary against smallpox 
and diphtheria appear to have been consistently and 
effectively carried out. The team believes that, through 
appropriate action, the dangers to the mental health 
of refugees can be minimized. With allowance for 
individual differences and variations in the causes of 
flight, refugees the world over have a number of 
features in common: They are afraid of what they are 
fleeing from; their attitude toward rules and regula- 
tions has changed, because they have had to break 
rules in order to save their lives; they suffer from some 
form of nostalgia; and they expect a great deal from 
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the country and the people that receive them. Unless 
the many willing helpers appreciate these things, dis- 
appointment on both sides is inevitable and disturb- 
ances will occur. A typical refugee, after reaching his 
destination, reacts by becoming completely exhausted. 
This should be regarded as a normal reaction. Inex- 
perienced social workers or camp personnel have on 
occasion been misled into believing that these “lazy” 
refugees who show such lack of initiative are in some 
way inferior, but this is not so. Their inactivity is the 
result of energy spent, hopes disappointed, and roots 
lost. What they need is human contact and warmth. 
Anything that binds the refugee to a society should be 
encouraged. It follows that refugee families should 
never be separated and that the “practical” solution 
of quickly sending only the men to distant work, how- 
ever well paid, has very serious drawbacks. In fact, 
refugees should never be sent but should decide for 
themselves where they want to go. Every effort should 
be made to provide them with congenial, acceptable 
work. 


Modern Psychiatric Care.—The psychiatric hospital 
can play an important role in promoting mental 
hygiene programs, and the fifth WHO Expert Com- 
mittee on Mental Health stressed the fact that the 
well-organized mental hospital could be used as a 
“base camp” for preventive work in the community. 
Since the precise nature of the origin of mental dis- 
orders is still not sufficiently known, the best chance 
for the preventive approach lies in early diagnosis and 
prompt and thorough treatment, which constitute pre- 
vention in the most immediate sense of the term and 
pave the way for additional preventive activities in 
the community, particularly of an educational nature. 

Early treatment can best be carried out in small 
centers in conjunction with outpatient clinics or by the 
use of mobile units. Such centers may be psychiatric 
hospitals or psychiatric departments attached to gen- 
eral hospitals. In connection with the site and archi- 
tectural structure, the important factor is to eliminate 
the geographical and spiritual isolation of the older 
type of mental hospital. Security considerations, while 
legitimate, should never overshadow the therapeutic 
needs of the patients. More important than the loca- 
tion and architecture, however, is the therapeutic at- 
mosphere of the modern psychiatric center, which 
depends more on the attitude of the staff than on any 
other factor. No administrative difficulties should be 
allowed to limit the so-called open-door policy nor to 
inhibit human contacts when they are considered 
medically advisable. Attention was also drawn to the 
need for social rehabilitation. Patients should not be 
encouraged to become dependent, and every effort 
should be made to speed their return to normal life. 

The practicality of the active treatment and social 
rehabilitation approach has been repeatedly demon- 
strated, In Ville-Evrard, France, for instance, the av- 
erage stay of discharged patients eight years ago was 
over a year; now it is four months. This hospital, which 
at the beginning of the experiment had 550 beds and 
admitted 100 new patients a year, now has only 270 
beds but gives care to 600 new patients a year, while 
the percentage of patients that must be kept indefi- 
nitely has been reduced from 50% to 7% and the 
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economies realized in the eight-year period amount to 
several million francs. Successes such as this should 
be brought to the attention of countries that are en- 
gaged in developing their health services, so as to help 
such countries avoid mistakes of the more technolog- 
ically advanced countries. The advanced countries 
often burdened themselves with enormous expendi- 
tures by building large expensive structures far from 
the homes of the patients. Now the policy is changing, 
and they are setting up small units, conveniently lo- 
cated and staffed with properly trained personnel 
imbued with the team approach, so that with a rela- 
tively small amount of money they are _ initiating 
mental health programs in the modern sense of the 
word and showing concrete results in a_ relatively 
short time. 


Expert Committee on Health Statistics.—How to meas- 
ure the health of populations in such a way that valid 
comparisons may be made among all the countries of 
the world was considered by an international group 
of experts on health statistics, who met in Geneva in 
January under the auspices of the World Health Or- 
ganization. Up to the present, assessments of the health 
situation of any country have been based principally 
on death rates, infant mortality rates, and such factors 
as the number of physicians and of health workers, the 
number of hospital beds, and the degree of develop- 
ment of sanitation. All these, however, are of a limited 
value as indications permitting comparison between 
different countries. 

Although much was known about certain important 
diseases in a limited number of countries, statistics on 
sickness in general were insufficient to allow valid 
international comparisons to be made. The group em- 
phasized the importance of sickness surveys such as 
those already undertaken in Canada, Denmark, Japan, 
Great Britain, the United States, and a few other coun- 
tries and believed that useful information could also 
be obtained by a system, used in Japan, of taking a 
one-day census of hospital patients. Provided that 
caution was used, figures from hospital records of pa- 
tients treated for different diseases could be of value, 
particularly in those areas of the world where this is 
perhaps the only source of information. The need to 
find a reliable method of measuring levels of health 
has been reemphasized in connection with the broader 
search now being made by the United Nations for 
ways of defining and measuring levels of living. A 
United Nations expert committee has suggested that 
the measurement of standards of living should be 
based on 12 components, including health, nutrition, 
and education, and on the use of statistical indicators 
for each of them, Of all the suggested components, 
“health including demographic conditions” was con- 
sidered to be the most important. 

The experts agreed that the expectation of life at 
birth (or at any other stated age) would provide a re- 
liable indicator for this purpose, but the statistical in- 
formation needed to obtain this figure is available in 
only a small number of countries. The crude death 
rate, although available for most countries, was con- 
sidered to be entirely unsuitable for the purpose. The 
group concluded that the most satisfactory compre- 
hensive health indicator was a new one suggested by 
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two statisticians. This is the percentage of the total 
deaths occurring at age 50 or over. This percentage 
can easily be calculated from statistical information 
that is available from practically all countries. The 
experts recommended that this health indicator be 
applied on an experimental basis until its usefulness 
was confirmed. They emphasized the importance of 
giving statistical courses to medical students. 


New Assistant Director-General.—Dr. P. M. Kaul, 
formerly director of the WHO Division of External 
Relations and Technical Assistance, was made as- 
sistant director-general in charge of the Department of 
Advisory Services, replacing Dr. Victor Sutter. Dr. 
Kaul was born in India in 1906, was educated in Lon- 
don, and was in the Indian Medical Service until he 
joined the World Health Organization in 1948. 


International Sanitary Regulations.—A special issue of 
the Chronicle of the World Health Organization (vol. 
10, no. 9-10, September-October, 1956) states that 
the years since World War II have seen a dramatic 
decline in the extent and severity of cholera, plague, 
typhus, relapsing fever, smallpox, and yellow fever. 
The International Sanitary Regulations replace regula- 
tions set up by 13 earlier and often conflicting sanitary 
conventions and cause the least possible obstruction 
to international traffic. Since the regulations went into 
effect in October, 1952, not a single epidemic of any 
of these diseases has occurred as a result of interna- 
tional travel. Only 45 ships and one aircraft have been 
reported as carrying a person suspected of suffering 
from one of these diseases with a quarantine period. 
The spirit in which the regulations are being applied 
bears evidence of a desire for mutual cooperation, 
understanding, and goodwill. International agreement 
now prevails in a domain that was traditionally one of 
great controversy. 

Cholera.—Since World War II, cholera has made 
only brief appearances outside its central Asian strong- 
hold. It appeared in Japan in 1946, Egypt and Syria 
in 1947, and Indochina in 1947 to 1952. In recent 
vears it has dwindled in importance to the point of 
being a problem only in its endemic focuses in India 
and Pakistan (in the region of the Ganges and 
Brahmaputra deltas ). Even there, significant improve- 
ment has been noted. In India and Pakistan about 
385,000 deaths due to cholera were reported in the 
period 1950 to 1954 inclusive. This compares favorably 
with the 824,000 deaths reported in the period 1945 to 
1949 and is the lowest such figure on record. The 
declining importance of cholera throughout the world 
may be attributed almost entirely to better sanitary 
conditions. International transportation is now unlikely 
to spread the infection. 

Plague.—The plague spots, which continue to exist 
today in parts of Asia, Africa, and the Americas, are 
remnants of the epidemics of the last century. The 
incidence of the disease in human beings has declined 
significantly, thanks to general sanitary measures and 
the new insecticides and rodenticides. Plague is es- 
sentially an animal infection, and the problem of wild 
rodent plague in certain countries remains as im- 
portant as ever. 
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Louse-borne Typhus.—During World War II, there 
were serious outbreaks of louse-borne typhus in North 
Africa, Yugoslavia, and Korea, but they did not dis- 
organize whole communities as they had in the past. 
Today typhus is disappearing from Europe and de- 
creasing in Africa (except Ethiopia, where a large 
number of cases was reported in the period 1951 to 
1955). Until 1953, some of the countries of Latin 
America were still recording a significant number of 
cases. In the Pacific area, the only serious outbreak in 
recent years was in Korea and resulted from war 
conditions. The situation in some countries in Asia 
and eastern Europe is not fully known. From the 
point of view of international travel, typhus retains 
little importance. 

Relapsing Fever.—Never a serious problem in in- 
ternational travel, relapsing fever is now on the de- 
cline everywhere. Europe has been free from it since 
1949, and elsewhere there have been only sporadic 
cases in recent years. The exceptions are Cambodia, 
with 4,261 cases in 1950; Korea, with 2,738 cases in 
1951 but only 25 in 1953; and Ethiopia, where there 
were significant outbreaks in 1953, 1954, and 1955. 
It is now of little significance in international quaran- 
tine. 

Smallpox.—The smallpox situation tends to improve. 
For the past five years, 58% of all cases were reported 
from India and Pakistan, 23% from other countries of 
Asia, 14% from that portion of Africa south of the 
Sahara, and 5% from Latin America. The fact that the 
severe type of smallpox is now confined to certain 
endemic areas of the globe is evidence of the dramatic 
decrease in this scourge. The persistence of endemic 
focuses requires vigilance to prevent the infection from 
spreading elsewhere. 

Yellow Fever.—A disease of tropical Africa and 
America, yellow fever has in the past been known to 
invade Europe and North Africa but has never spread 
to Asia. This is an epidemiological mystery and one 
of the major considerations in present quarantine prac- 
tice concerning this disease. Thanks to mosquito 
eradication campaigns and widespread vaccination, 
control of yellow fever has been successful over large 
areas. 

A concluding chapter of the report summarizes 
certain trends that are clearly discernible with regard 
to the quarantinable diseases. Cholera should be 
eliminated within the not too distant future; plague is 
no longer a problem in international traffic, but there 
must be no lowering of sanitary requirements for 
ships and ports and no relaxation of efforts to keep 
ships and warehouses free from rats; typhus and re- 
lapsing fever are of little concern and the regulations 
that apply to them are almost never used; smallpox 
continues to be a nuisance in international quarantine 
practice, but even this highly infectious disease is re- 
ceding and should soon join the other diseases that 
are passing from the active quarantine scene. Yellow 
fever is the most serious problem in international 
quarantine; the fears of Asian countries concerning 
possible importation of this disease are legitimate, but 
there is cause for optimism in the success obtained in 
the Americas, which shows that the disease can be 
suppressed from urban areas. 
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CORRESPONDENCE 


CONGENITAL DEFECTS 


To the Editor:—In the Dec. 29 issue of THE JouURNAL, 
page 1651, Fraser raises several points relative to an 
article by me on causes and prevention of develop- 
mental defects published in the July 14, 1956, issue of 
THE JouRNAL, page 1047. In this article I used the 
word “stress” many times, for example: “understanding 
and control of environmental stresses takes precedence 
over genetic considerations in approaching the human 
problem”; Dr. Fraser quite properly asks “What exact- 
ly does he mean by stress?” I use this word in its 
everyday meaning. Thus one definition of the noun 
given by Webster is “Pressure; strain; especially in- 
tense strain . . . hence urgency; significance.” 

For a mother to have had a mitral valvulotomy in 
the first trimester of pregnancy, a head-on collision 
while driving a car, or German measles or typhoid or 
to have been near the atom bomb burst at Hiroshima 
or the Texas City explosion—these to me are stressful 
situations that cannot be shoe-horned into a pat defini- 
tion. Results can, however, be measured in terms of 
death and defects of babies born later. The particular 
importance of hypoxia as either a stress or a measure 
of stress is twofold: hypoxia is a teratogenic agent in 
its own right and also is a “final common path” for 
other maternal-placental diseases of the type cited. 

I certainly did not have in mind a highly restricted 
physiological definition of stress, implying that adreno- 
cortical mechanisms were or were not necessarily 
involved. I suppose they generally are, because in an 
agonal situation practically every tissue may partake 
and even die. On the other hand, hypoxia registers 
its impact pretty promptly and directly; it is not neces- 
sary to postulate an intermediary mechanism. How- 
ever, I was speaking of external, environmental stresses 
and was not dissecting the internal “alarm reactions” 
that follow. I had reference to maternal traumas, 
exposures to ionizing x-rays, vitamin deficiencies, 
intoxications, and the like, and Dr. Fraser says I 
might have mentioned genes. Here we apparently 
have a simple difference of opinion, for | would regard 
genes as contributing to the susceptibilities of mice 
and men, and I would never think of them in the 
category of environmental stresses. 

I do not deprecate the importance of genes in de- 
termining host constitution and hence reactions to 
stress. However, I am sure that genetic make-up is 
less amenable to control than are the environmental 
adversities that beset human beings. | am not going 
tell my daughter whom to marry; | may advise her, 
however, to have rubella before marriage and not to 
have a head-on collision with another car if pregnant. 

Dr. Fraser is apparently bothered because the differ- 
ence between figures describing the prevalence of retro- 
flexion of the uterus in 50 mothers of Mongoloid babies 
(24%) was not “statistically significant, even at the 5% 
level” from those (8%) giving the prevalence among 


controls. Perhaps | can put Dr. Fraser more at ease 
when I tell him that, if only the younger mothers are 
considered, the difference turns out to be significant 
at the 4% level; 9 of 21 mothers of Mongoloid babies 
under 34 years of age had retroversion of the uterus 
and only 3 of 21 controls. However that may be, 
significance was not claimed. My co-authors and I are 
searching for biologically significant causes of Mon- 
golism with the belief that it is more important to 
grope towards control with data that are far from 
ideal in the next few years than it is to wait for tidy 
packages of statistically significant data to be col- 
lected one decade at a time. 

Dr. Fraser is kind enough to say that “there is un- 
doubtedly some truth in what Dr. Ingalls says,” but 
he hastens to warn the unwary that it may not be 
much and adds, “Until we have some solidly based 
clinical data, collected without bias, there is no justi- 
fication for applying the findings of experimental tera- 
tology to humans.” But we do have such clinical data 
—the German measles story, the Hiroshima story, and 
a good deal of clinical data indicating teratogenic 
effects of hypoxia. The experiments on animals were 
undertaken after, not before, studying the problem of 
developmental defects in human beings. 


THropore H. M.D. 
Harvard University 

School of Public Health 
Boston. 


THE WARM-UP 


To the Editor:—In the Nov. 17 issue of THE JouRNAL, 
page 1117, Karpovich and Hale state that the warm-up 
is not valuable prior to an athletic performance. This 
may be true in their experiment, but many doctors 
and coaches are apparently accepting this as a general 
fact. There are several objections to making such a 
generalization from a study of seven men. These men 
were obviously not first-rate competitors, even in the 
small college league. Their average time of 55.6 sec- 
onds for the 440-yd. dash would hardly place in a good 
high school meet. Thus, if these men are as well 
trained as stated, then they are not track material. 
More important, it is generally recognized that a run- 
ner’s time on the 440-yd. dash may be several seconds 
lower in meet competition. Unless these experiments 
could be repeated under highly competitive condi- 
tions, it would be unwise for coaches to change their 
methods. The psychological factor alone can cause 
more variation than was found in this study. 


Yates Trorrer Jr., M.D. 
2679 Acorn Ave. N. E. 
Atlanta, Ga. 
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THE LEISURE CORNER 


RAISING TROPICAL FISH 


According to the latest figures, there are about 20 
million persons in the United States who raise tropical 
fish. There are many advantages to keeping tropical 
fish as pets: they require little attention, they eat only 
a pinch of food, they do not bite strangers, and they 
never stray away from home. The charm of tropical 
fish is due not only to their decorative function but to 
the fact that so many of them, completely undaunted 
by captivity and unabashed by living in glass dwell- 
ings, continue to lead wholesome lives. 

To watch fish a-courting, to follow their deliberate 
display of colors and bizarre swimming antics, consti- 
tutes a pleasant and at the same time entrancing ex- 
perience. The creation of nests of bubbles, the 
incubation of eggs, whether fanned on the bottom of 
a fish tank or held in the mother’s mouth—these and 
other phenomena equally strange would seem like 
events in a miniature subterranean fairy tale, espe- 
cially if you had not seen them with your own eyes. 
“Home waters” in a small aquarium are as important 
for tropical fish as a pond or stream is for their larger 
cousins. So much still remains to be discovered about 
the lives of tropical fish that an observant doctor- 
hobbyist may come up with information that even a 
highly trained ichthyologist has overlooked. 

Each tropical fish has a distinctive movement all its 
own. There is, for instance, the dignified sway of the 
angel fish, the hurry-scurry of the scavenger cats, and 
the dart-and-swivel of the neons and the guppies. 
Moreover, there is the fascinating quality of beauty 
derived directly from the crystal clearness of water, 
the translucent greenery of plants, the flashing silver 
of swimming fish, and the iridescence of scales, fins, 
and tails that display the colors of the rainbow. Most 
people fill an aquarium with a few guppies and grad- 
ually add any type of fish that seems suitable for the 
“home waters” of an aquarium. 

While fish are widely known by common names, 
their scientific names are the same all over the world. 
An American aquarist, restricted to the English lan- 
guage, could visit any tropical fish dealer in Paris or 
Rome and purchase a guppy merely by asking for a 
Lebistes reticulatus. Since scientific terminology is no 
stranger to the medical profession, this type of com- 
munication should certainly make a purchasing physi- 
cian-aquarist feel quite at home. 

The principle of the balanced aquarium was discov- 
ered by German and English scientists, working inde- 
pendently, during the middle of the 19th century. 
Despite all that has been uttered on the subject, there 
is one question that is as timely today as it was when 
asked a century ago, “How often is it necessary to 
change water in an aquarium?” When the answer 
comes back, “I never change the water in my aquar- 
ium,” there is bound to be a surprised reaction. 
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The idea of a balanced aquarium is based on a 
knowledge of the chemistry of air and water, the basic 
phenomenon being that plants and fish have some- 
thing to contribute to one another. When residing 
together in a circumscribed area, they promote a cycle 
of events resulting in health and life for both. A prop- 
erly balanced aquarium is an establishment in which 
the proportion of fish, plants, air, and water is such 
that no external interference, such as changing the 
water or using an aereator, is necessary. 

It is possible to start an aquarium very economi- 
cally. A 10-gal. tank, heater, gravel, and a dozen fish 
should cost about $25, depending, of course, on how 
elaborate one wants the tank to be. Whether one 
makes one’s own aquarium or buys it ready made, the 
first step is to put sand over the bottom. Coarse, light- 
colored sand is generally used. Next, the bottom of the 
tank should be covered to a depth of 1 or 2 in., 3 or 4 
in. of water should be poured in, and the sand should 
be permitted to settle and the water to clear before 
planting is done. The common plants—Sagittaria and 
Vallisneria among the rooted varieties, Anacharis and 
Cabomba among the submerged plants, and Crystal- 
wort and Bladderwort among the floating plants—re- 
quire no special preparation. Once the plants are set 
in place, water should be carefully poured in the tank. 
it should be allowed to stand for some hours before 
introducing the fish into the aquarium. Then the 
aquarium should be covered with a sheet of glass or a 
roof-like lid. This is done for various reasons. A cover 
prevents fish from jumping out of the aquarium, keeps 
out dust, lessens evaporation, and helps maintain an 
even temperature of the water. Fish are never in dan- 
ger of being smothered by a cover. Daily removal of 
the cover to permit feeding allows fresh air to enter, 
even though plants supply much of the needed oxy- 
gen. 

Proper temperature and light are most important. 
Tropical fish require a fairly constant temperature; 
74 F is generally the lowest temperature at which they 
can be expected to thrive. On the other hand, tropical 
fish can tolerate temperatures of 90 F or more with no 
apparent discomfort. The larger the aquarium, the 
less danger there is of sudden chilling taking place, 
since a large body of water retains heat more readily 
than a small body. If you do not care to see tropical 
fish freeze or become parboiled, the sensible thing to 
do is to purchase a thermometer. Small thermometers 
for use in aquariums either float, stand on the bottom, 
or hang over one side by means of a hook. Fish should 
be exposed to sunlight or artificial light for three or 
four hours daily. 

Much of the pleasure connected with raising tropi- 
cal fish stems from going to a good store and carefully 
selecting some of the miniature denizens that will in- 
habit the aquarium. This can become more engrossing 
than designing an underwater landscape of rocks and 
plants. A static landscape takes on a new look as soon 
as living creatures are added to a tank. Just as the 
selection of flowers for a garden depends on the acid- 
ity or alkalinity of the soil, as well as on the amount 
of sunshine, rainfall, and fertilizer, so are the kinds of 
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fish to be selected for an aquarium governed by var- 
ious factors. Color schemes, combinations of families 
of fish, habits of fish, and their peaceful or ferocious 
dispositions all play roles in deciding how many and 
what kinds of fish to purchase. 

Guppies, mollies, and platies are live-bearers, mean- 
ing fish that do not lay eggs. If it is decided to intro- 
duce a pair of guppies, a pair of mollies, and a pair of 
platies or sword-tails, it would be well to include some 
fish that are not live-bearers. These fish cannot be 
bred in a community tank. There are too many hungry 
mouths within the environs of the tank that are search- 
ing for such delicacies as eggs laid on the underside 
of a plant. Hungry fish are healthy fish. Yet young fish 
must be protected from their parents, and food should 
be supplied in the form of finely chopped worms or 
finely powdered dry edibles. 

Fish called bubble-nest builders are fascinating to 
watch. When the female is ready to spawn, the male 
ascends to the surface and inhales a gulp of air. This 
is then released in the form of a bubble covered by 
secretion deposited from the fish’s mouth. Hundreds 
of bubbles accumulate, clinging together, usually in 
one corner of the aquarium, to form a nest in which 
eggs will be placed. On completion of the nest, the 
dimensions of which are usually 2 by 4 in., the male 
will entice the female to a rendezvous underneath the 
newly created structure. The paired fish wrap their 
fins around each other and the eggs are expelled, a 
few at a time, and fertilized immediately. As the eggs 
fall, the male inserts them in his mouth and then care- 
fully places them in the nest. Spawning goes on for 
some time. The female must be removed from the 
scene, for the male takes over duties that are usually 
termed maternal. If the female is left in the vicinity 
of the male, he becomes so annoyed that he frequently 
kills his partner. During the few days required to 
hatch the eggs, the male guards them zealously. After 
the eggs hatch, the male protector quickly loses in- 
terest as soon as the young are able to swim; the nest 
disintegrates; the young leave home; and the male 
parent must be trapped and placed in another aquari- 
um to prevent him from making a meal of his off- 
spring. 

The enthusiasm for raising tropical fish has been 
increasing. Physicians in search of a hobby can fill 
their leisure time with a peaceful home study of 
aquatic life. Mexican sword-tails, a species of the 
Celebes fish of South America; neon tetras, the fish 
that has created a furor among hobbyists and that is 
considered by many to be the most beautiful of tropi- 
cal fish; the American Jordanella floridae; and the 
Betta are but a few of the jeweled wonders of the 
tropical fish world that sustain the interests of an 
aquarist and make them compelling. 

Many hospitals maintain fish tanks to permit pa- 
tients to enjoy the silent ballet of tropical fish. An 
aquarium provides patients with a fresh subject to 
talk about when illness as a topic of conversation be- 
gins to pall. Many doctors maintain that an aquarium 
will keep waiting patients much happier than a col- 
lection of last month’s magazines. These are but a few 
of the joys associated with raising tropical fish. 
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MEDICAL FILM REVIEWS 


From Sociable Six to Noisy Nine: 16 1am., black and white 
sound, showing time 21 minutes. Produced in 1953 by Crawley 
Films Ltd., Ottawa, for the National Film Board of Canada. 
Procurable on purchase ($110) from McGraw-Hill Book Com- 
pany, Inc., 330 W. 42nd St., New York 36. 

Using a middle-income family with three children, 
this film was made to illustrate the behavior that mav 
normally be expected in children from 6 to 9 years of 
age. Sociable 6 is represented by the youngest child, 
a daughter, while two older brothers, along with a 
9-vear-old girl next door, illustrate the steps to noisy 
9. The mother’s endeavors to maintain a peaceful and 
practical home are shown as she acts as arbitrator for 
the children, arranges their rooms to suit their ages 
and activities, and conducts a cellar workshop for 
neighborhood children. Family games and_ reading 
are an important part of their regular routine, along 
with excursions to interesting and educational places. 
This is a well-done, comfortably paced film that pic- 
tures family life with three young children as most 
parents would like to enjoy it. It emphasizes the point 
that children of this age group do require a great deal 
of parental companionship and understanding. The 
6-vear-old in this film seems advanced for her age, 
probably due to the influence of her two older broth- 
ers. This film should be of interest to parents, teachers, 
and all who work with children of this age group. 


Stress and the Adaptation Syndrome: 16 mm., color, sound, 
showing time 35 minutes. Prepared by Hans Selye, M.D., Mon- 
treal. Produced in 1956 by Research and Scientific Films, Inc., 
and Campus Film Productions, New York, for and procurable 
on loan from Pfizer Laboratories, Chas. Pfizer, Inc., Brooklyn 6. 

This film presents a concise and well-documented 
summary of the experimental research of Dr. Hans 
Selve leading to his concept of stress, the general 
adaptation syndrome, and diseases of adaptation. Dr. 
Selye participates in the picture by brief statements 
from the lectern. The triad of hypertrophy of the 
adrenal cortex, involution of the thymus, and ulcera- 
tion of the gastric mucosa is shown as the non- 
specific response of rats to various types of chemical 
or physical agents that produce trauma. The different 
stages of the general adaptation syndrome are well 
demonstrated in experiments on rats exposed to cold. 
The pathways by which adrenal hypertrophy occurs 
are discussed. The effects of glucocorticoids on inflam- 
mation are very well demonstrated on edema of the 
paw induced by administration of dextran and on the 
granuloma pouch. The effects of the glucocorticoids 
are contrasted to the “pro-inflammatory” effects of 
desoxycorticosterone acetate. The picture ends with 
the illustration of pathological changes produced by 
prolonged administration of large amounts of desoxy- 
corticosterone in rats and indicates the similarity of 
the findings in arteries, kidneys, and heart with those 
present in the nonendocrine diseases in man. The pic- 
ture is produced with the highest technical perfec- 
tion. Its photography and the clarity of script and of 
narration are excellent. It is a welcome aid to teachers 
of the medical sciences and will be appreciated and 
enjoyed by graduate and undergraduate students. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


The L. E. (Lupus Erythematosus) Cell Reaction. 
M. A. Ogryzlo. Canad. M. A. J. 75:980-993 (Dec. 15) 
1956 [Toronto]. 


The studies described were undertaken to determine 
the morphology of the typical L. E. cells and rosettes, 
the stages in the development of these structures, par- 
ticipation of various cells of the leukocytic series in 
the reaction, correlation to the severity of symptoms 
and response to treatment, and the diagnostic sig- 
nificance of the test. The test was performed by most 
of the methods that have been described. These in- 
cluded the use of the patient’s heparinized or oxalated 
bone marrow; patient's defibrinated blood; patient's 
serum or plasma mixed with peripheral blood buffy 
coat or bone marrow from donor sources or with cells 
from joint effusions; patient’s pleural or joint effusions 
mixed with peripheral blood buffy coat or bone mar- 
row from donor sources; and simply clotted venous 
blood. Because of simplicity and consistent results, 
most of the tests were done with clotted venous blood 
that had stood at 21 or 37 C for 2 hours. The obser- 
vations were supplemented by wet film preparations 
studied by phase-contrast microscopy and recorded by 
microcinematography. The first 1,250 tests, on a total 
of 750 patients with a variety of diseases, have been 
reviewed. 

The most significant feature of the L. E.-cell reaction 
as it occurs in vitro is an unusual type of degeneration 
that affects some of the white cells of the blood or 
bone marrow, in the presence of the L. E. factor, with 
lysis and ultimate release of their altered nuclei. Some 
of the amorphous nuclear masses thus released are 
ingested by actively phagocytic leukocytes to form 
L. E. cells. Virtually all the white cell elements of the 
peripheral blood may take part in the phenomenon. 
The phagocytic stage of the reaction and the forma- 
tion of the characteristic rosettes are of lesser sig- 
nificance and appear to represent a physiological re- 
sponse in the exclusion of foreign material from the 
blood. While the L. E. phenomenon occurs most 
characteristically in acute disseminated lupus erythe- 
matosus, it cannot always be demonstrated in this 
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disease and may occasionally be positive in other 
disorders. In the present study it was found to be 
positive in 17 patients with rheumatoid arthritis, 3 
with chronic hepatitis, and 1 each with scleroderma, 
dermatomyositis, periarteritis nodosa, acquired hemo- 
lytic anemia, and Hodgkin’s disease. It was also posi- 
tive in 2 patients who suffered reactions to phenylbu- 
tazone and in 4 patients following a reaction to 
prolonged hydralazine therapy. These observations 
suggest that the test has a more general significance in 
relation to the antibody-producing mechanism, is not 
entirely specific for disseminated lupus erythematosus, 
and must be interpreted in the light of the clinical 
findings. 


Differential Diagnosis Between Beryllium Poisoning 
and Sarcoidosis. H. L. Hardy. Am. Rev. Tuberc. 
74:885-896 (Dec.) 1956 [New York]. 


Routine roentgenographic chest surveys create diag- 
nostic problems by discovering persons without symp- 
toms but showing miliary roentgenographic densities. 
Knowledge of the difference between beryllium dis- 
ease and sarcoidosis is important, as the course of 
beryllium disease is less favorable than that of sarcoi- 
dosis. It is important for social and economic reasons 
that job-related beryllium disease is identified. 

Beryllium poisoning is considered a systemic intoxi- 
cation because of biochemical abnormalities and in- 
volvement of the liver, spleen, kidney, and myo- 
cardium, as well as the lung. The term “berylliosis” 
is confusing because of variation in the spelling—for 
example, berylosis, which suggests that the disease is 
a pneumonoconiosis. When spelled “berylosis” the 
implication is that beryl ore can cause disease, which 
is not the case. Ocular, tonsillar, and parotid lesions 
and cystic bone changes of sarcoidosis have not been 
observed in beryllium poisoning. A correct differential 
diagnosis cannot be made by chest roentgenograms 
and from histopathological changes, but it can be 
made by finding beryllium in granulomatous tissue by 
spectrographic or chemical means. Knowledge of epi- 
demiological distribution of sarcoidosis and incrimi- 
nated industrial operations using beryllium is helpful. 


Isoniazid Alone in the Treatment of Pulmonary Tuber- 
culosis: Two Years’ Experience in Previously Un- 
treated Patients. F. Vargas Jimenez. Am. Rev. Tuberc. 
74:903-916 (Dec.) 1956 [New York]. 


Forty-three previously untreated patients with ad- 
vanced pulmonary tuberculosis were treated for the 
first time with isoniazid alone in daily doses of 5 and 
10 mg. per kilogram of body weight for at least 9 
months at the Hospital Dos de Mayo in Lima, Peru. 
Twenty-six of the 43 patients had far-advanced tuber- 
culosis, 16 had multiple cavities, at least 1 lobe was 
destroyed in 8, and 14 had extrapulmonary compli- 
cations. Administration of isoniazid was prolonged for 
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12 months in 36 patients and for periods of from 15 to 
21 months in 29 patients. Thirty-four of the 43 patients 
completed a 2-year period of observation. Reversal of 
infectiousness or “bacteriological conversion” was con- 
sidered to have occurred when 3 cultures taken at 
least 1 month apart were negative for Mycobacterium 
tuberculosis and no smears had been positive on 
microscopic examination. Such reversal of infectious- 
ness occurred after 2 years of observation in 28 (83%) 
of the 34 patients, and the cavities were closed in 22 
(67%). Roentgenographic deterioration occurred in 3 
(9%), and, with one exception, it occurred only after 
isoniazid therapy was discontinued. Clinical evidence 
thus suggests that the therapeutic efficacy of the 
single-drug isoniazid regimen is not dissimilar to that 
of isoniazid combined with streptomycin or of iso- 
niazid combined with aminosalicylic acid (PAS). 
Isoniazid toxicity was revealed by the occurrence of 
peripheral neuritis in only 1 of the 43 patients. The 
drug was withdrawn, and attempts to resume isoniazid 
treatment in the 12th and 17th months of observation 
caused recurrence and extension of the neuritis. Treat- 
ment of pulmonary tuberculosis with isoniazid in 
higher doses requires a more extensive investigation. 


Observations on Chronic Brucellosis with Emphasis on 
Brucellergen as a Screening Test. O. Swineford and 
J. C. Curry. Virginia M. Month 83:544-550 (Dec. ) 
1956 [Richmond]. 


The authors report on 14 men and 13 women with 
chronic brucellosis. Twenty-two (81%) complained of 
chronic fatigue. Other signs and symptoms consisted 
of atypical arthritis, fibromyalgia, psychoneurosis, 
paresthesias, recurrent chills and fever, sweating, 
malaise, headache, adenopathy, and hepatospleno- 
megaly. Psychoneurosis in 18 patients (66%) varied 
from mild irritability to marked mental disturbance 
requiring psychiatric care. Skin tests for brucellosis 
were performed with a proprietary suspension of pro- 
tein nucleate derived from Brucella cells (Bruceller- 
gen). All 27 patients had positive results (3-++ or 
stronger) from the tests. Brucella agglutination tests 
done with Br. suis and Br. abortus antigens in most 
patients and with a combined antigen in a few showed 
titers of 1:160 or higher in 11 patients. Blood cultures 
obtained from these patients were all negative, but 1 
sternal bone marrow culture was positive for Br. 
abortus. A positive diagnosis of chronic brucellosis 
was made in these patients. The remaining 16 patients 
had negative or equivocal agglutination titers, but 
their reactions to the Brucellergen skin test were 
strongly positive. A tentative diagnosis of chronic 
brucellosis was made in these patients. 

The Brucellergen skin test is recommended as a 
screening test for chronic brucellosis. It is a simple 
office procedure. All diagnostic tests tor brucellosis 
should be done in patients with strongly positive 
Brucellergen skin tests. Blood for agglutination tests 
should be drawn when the skin test is done, to avoid 
the reported possibility of producing agglutinins by 
the skin test. Patients with a tentative diagnosis of 
chronic brucellosis should be treated as though the 
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diagnosis were positive. Appropriate antibiotics should 
be given first. Brucella vaccine or other appropriate 
antigen injections should be tried when antibiotics are 
not effective. Nine of the 16 patients with a tentative 
diagnosis of chronic brucellosis were benefited by 
vaccine therapy. Strict adherence to the currently ac- 
cepted diagnostic criteria, i.e., isolation of the causa- 
tive organism and agglutination titers of 1:160 or more, 
will deprive many patients with tentatively diagnosed 
chronic brucellosis of the benefits of specific therapy. 
Successful specific treatment of such patients should 
be considered as an additional diagnostic criterion. 


Chronic (Noncirrhotic) Diffuse Liver Disease: Clinical 
Studies with Special Reference to Esophageal Varices 
and Hemorrhage. E. D. Palmer. Am. J. Digest. Dis. 
1:499-506 (Dec.) 1956 [New York]. 


When portal hypertension is considered in connec- 
tion with diffuse liver disease, it is customary to think 
only in terms of cirrhosis, so that there is danger of 
overlooking the fact that many other liver diseases 
are capable of producing intrahepatic portal obstruc- 
tion and, therefore, esophageal varices. Chronic liver 
disease, which is characterized histopathologically by 
portal fibrosis, portal round-cell infiltration, and/or 
fatty metamorphosis, in the absence of the perilobular 
fibrosis of cirrhosis, is usually a subclinical process, 
detected by the chance discovery of hepatomegaly. 
This hepatomegaly was a constant feature in the 67 
patients reported on, but it is highly probable that 
many other cases have been overlooked during the 
period of study because there was no liver enlarge- 
ment. Mild splenomegaly and spider angiomas are 
often found in chronic noncirrhotic liver disease. 
Esophageal varices are moderately common in patients 
with these forms of liver disease, but the precise inci- 
dence cannot be given because, as in cirrhosis, varices 
wax and wane and may disappear from time to time. 
In most instances they are only of mild or moderate 
size, and this makes radiologic detection impossible in 
most cases. Hemorrhage from esophageal varices is 
not nearly the threat that it is in cirrhosis, yet the risk 
exists and the ensuing hemorrhage may be severe. The 
esophageal varices that are encountered in cirrhosis 
may have their inception during the precirrhotic stages 
of chronic liver disease, before the beginning of 
lobular regeneration. 


Thresher’s Lung. J. Frost and J. Georg. Ugesk. lager 
118:1383-1387 (Nov. 22) 1956 (In Danish) [Copen- 
hagen]. 


Eight cases of thresher’s lung occurred in the 
threshing, during the first 5 months of 1955, of grain 
(mostly barley) harvested in the wet summer of 1954. 
The grain was mouldy and dusty. In the milder cases 
there was dyspnea of brief duration, with cough and 
a few days of fever. In the more severe cases the 
course was protracted, with persisting dyspnea and 
extensive roentgenologic changes that led to confusion 
with miliary tuberculosis and Boeck’s sarcoid. In all 
cases complete or nearly complete restitution was 
seen within a year. 
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Ag lobuli A Working Concept. O. C. 
Bruton. Hawaii M. J. 16: 1146-149 (Nov.-Dec.) 1956 
[Honolulu]. 


Bruton who was the first to describe agammaglobu- 
linemia, suggests that this “experiment of nature” be 
classified as congenital, acquired, and secondary. One 
of the most interesting side lights growing out of the 
study of patients with globulinemia has been 
the successful homotransplantation of skin. This is 
obviously possible in these patients only because of the 
absence of any immunologic reactiveness. The fact 
that this can be achieved in the ag lobulinemic 
subject provokes speculation on the possibility that at 
some time in the future a means might be found of 
so regulating the human immunologic mechanism that 
homotransplant of tissue may become available to all. 
There are many unsolved problems in medicine whose 
nature may be clarified if and when we learn to ma- 
nipulate the human immunologic mechanisms in, for 
example, the various allergies, erythroblastosis, the 
autoimmune hematological disorders, rheumatic fever, 
lupus erythematosus, and nephritis, which all appear 
to be on the basis of a misdirected host reaction. The 
author feels that ag globulinemia requires further 
elucidation, if its many facets and immunological im- 
plications are to be understood. 


Streptococcal Bacteremia Without Endocarditis: Clin- 
ical Observations. A. Schriger, W. J. Martin and D. R. 
Nichols. Ann. Int. Med. 45:1001-1009 (Dec.) 1956 
[Lancaster, Pa.]. 


The authors review observations on 34 patients with 
streptococcic bacteremia without endocarditis en- 
countered at the Mayo Clinic during the 15-year 
period from Jan. 1, 1940, through Dec. 31, 1954. The 
clinical picture was consistent with the diagnosis of 
bacteremia, and 2 or more positive blood cultures 
were obtained in all 34 patients. No patients in whom 
there was clinical or anatomic evidence of valvular 
disease were included. Patients with so-called tran- 
sient bacteremia, such as occurs in patients who have 
just undergone dental instrumentation and in whom 
bacterial invasion of the blood stream is fleeting, were 
not included. Streptococcus pyogenes was the most 
common streptococcic organism to invade the blood 
stream in this series. The frequency of streptococcic 
bacteremia has decreased, and the prognosis is good 
for patients with streptococcic bacteremia without 
serious underlying disease if adequate amounts of 
penicillin alone or penicillin in combination with strep- 
tomycin are given. 

In treating bacteremia due to Str. pyogenes, the 
authors found that 1 million units of procaine penicil- 
lin G given intramuscularly every 12 hours produces 
satisfactory results. They are now attempting to utilize 
the probable synergistic effect of combined treatment 
with a penicillin and a streptomycin compound in 
bacteremia due to Str. mitis and Str. faecalis. In the 
studies of streptococcic endocarditis, it was apparent 
that combinations of penicillin and streptomycin often 
~ have increased bactericidal effects when compared to 
penicillin alone. In attempting to combat bacteremia 
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due to Str. mitis, the authors found that 1 gm. of strep- 
tomycin and 1 million units of procaine penicillin G 
given intramuscularly every 12 hours yield satisfactory 
results. In such treatment, dihydrostreptomycin may 
be substituted for streptomycin, or equal parts of each 
may be used. Currently the authors are investigating 
the feasibility of giving penicillin V orally, in place of 
penicillin G given intramuscularly, to patients with 
bacteremia due to organisms highly sensitive to peni- 
cillin, such as Str. pyogenes and Str. mitis. Tentative- 
ly, at least, they give double the usua! amount of the 
agent when relying on penicillin V and administer it 
in 4 equally divided doses throughout the day. 


Neurological Manifestations of Malignant Hyperten- 
sion. E. Clarke and E. A. Murphy. Brit. M. J. 2:1319- 
1326 (Dec. 8) 1956 [London]. 


Seventy-three (38%) of 190 patients with malignant 
hypertension who were admitted to the Hammersmith 
Hospital in London between 1935 and 1955 had in- 
volvement of the nervous system. Four of the 73 
patients are still living, 4 were lost to follow-up, and 
the remaining 65 were subdivided in 3 groups accord- 
ing to the clinical pattern. Sixteen patients (group 1) 
died of a single neurological attack; 32 (group 2) had 
one or more lesions of the nervous system but died of 
a non-neurological caus> such as uremia and heart 
failure; and 17 (group 3) had more than 1 cerebral 
lesion and died because of them. 

Forty of the 73 patients were women and 33 were 
men. The average age at the time of the first neuro- 
logical attack was 51.8 years in men and 43.5 years in 
women. The higher average age in men, the average 
ages, and the distribution throuthout the decades were 
the same as in the 117 patients without neurological 
manifestations, from which it may be inferred that the 
risk of occurrence of neurological complications does 
not vary with age, although the type of lesion may 
do so. Dizziness was commoner among the patients 
with lesions of the nervous system than in those with- 
out such lesions, but headacke was not. Twenty (27%) 
of the 73 patients had epileptic attacks, but in 9 of the 
20 uremia was present at the time of the convulsive 
attack. The combination of renal failure and hyperten- 
sion seems more likely to produce convulsions than 
either separately. Twenty patients (27%) had an ab- 
normal mental state usually associated with focal or 
generalized vascular lesions. Acute cerebrovascular 
episodes occurred in 54 (74%) of the 73 patients; 35 
(48%) had focal brain ischemia, 23 (32%) had intra- 
cranial bleeding, and 4 (5.5%) had subarachnoid hem- 
orrhage; some had more than one type of lesion. The 
term “hypertensive encephalopathy” should be re- 
served for the syndrome as described by Vollhard; it 
seems to be rare and was observed in only one of the 
patients. An attempt should always be made to deter- 
mine the cause of each cerebral event, and the term 
“focal brain ischemia” should be used in appropriate 
cases. Eight patients had isolated cranial nerve palsies, 
involving the facial nerve in 7 and the abducens in 1. 
The pressure and the contents of the cerebrospinal 
fluid were normal in 6 of the 42 patients in whom such 
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determinations were made. High pressure was ob- 
served in 29, blood-staining in 11, and elevated protein 
content in 9 with nonbloody fluids; some patients had 
more than one abnormality. 

Treatment consisted of nephrectomy in 1 patient, 
of sympathectomy in 6, and of administration of 
methonium in 15. The numbers are small and the 
results difficult to assess. Treatment appears to have 
prolonged the life of patients in whom severe renal 
damage was not present at the start of the treatment. 
The survival in this group when untreated averaged 
less than 1 vear. Ganglioplegic drugs seemed to be 
more effective than sympathectomy. 


ACTH: Its Use by the Slow Intravenous Infusion 
Method for the Relief of Intractable Bronchial Asthma. 
S. D. Lockey. Ann. Allergy 14:494-501 (Nov.-Dec.) 
1956 [St. Paul]. 


This report deals with 41 patients who received 
corticotropin (ACTH) by continuous intravenous in- 
fusion for the relief of status asthmaticus, after all 
other therapeutic methods had failed. Special attention 
was given also to the nutrition of these patients. From 
10 to 20 mg. of corticotropin, dissolved in 5 cc. of 
distilled water, is added to 1,000 cc. of 5% glucose in 
distilled water; 20 mEq. of potassium chloride, 0.5 to 
1 gm. of aminophylline, and 1 to 2 ce. of 1:1,000 
epinephrine hydrochloride may also be added to the 
liter of infusion fluid. Twenty-eight drops per minute 
is the rate of drip, so that one liter is given in 12 hours. 
A patient receiving corticotropin or corticoids in other 
form should be on a diet that is high in protein, cal- 
cium, phosphorus, and potassium; low in carbohy- 
drate and sodium; and still contains sufficient calories. 
It is also well to give supplementary vitamins. 

A patient with intractable asthma should also re- 
ceive broad-spectrum antibiotics. It is not essential to 
give large amounts of corticotropin. It should be ad- 
ministered slowly, because the slower the infusion 
rate, the longer the effect. Relief is dramatic in most 
cases. None of the patients treated experienced un- 
toward effects from the infusions of corticotropin. 
Expenses are lowered because the duration of hos- 
pitalization is shortened and because when cortico- 
tropin is administered via the continuous intravenous 
infusion route the total dose is approximately 12 to 
16% of that required intramuscularly. 


Pleuropulmonary Amebiasis. A. C. Daniels and M. E. 
Childress. California Med. 85:369-375 (Dec.) 1956 [San 
Francisco}. 


Endameba histolytica may secondarily involve the 
pleural and pulmonary tissues. This complication fol- 
lows a primary invasion of the intestine by the para- 
site. While that sequence of events is readily appre- 
ciated by most clinicians, the fact that thoracic symp- 
toms may be the sole signal of amebiasis does not 
always enter the mind of the examining physician. 
Pleuropulmonary amebiasis may be manifest without 
diarrhea or dysentery. In obscure lesions of the right 
lower lung field, one should always consider pleuro- 
pulmonary amebiasis—especially with low-grade fever 
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and moderate leukocytosis. Abscess and empyema con- 
tents should be examined promptly microscopically or 
kept warm to preserve the motility of the trophozoites 
until satisfactory examination is possible. Discovery 
of the cysts or trophozoites in the sputum, pleural 
exudate, or stool establishes the diagnosis. Five stool 
examinations with intervals of several days should be 
the minimum. If the pleural space is inadvertently 
drained, the diagnostic value of a pleural biopsy 
should not be overlooked. 

Observations on 10 patients with pleuropulmonary 
amebiasis show that cough, loss of weight, excessive 
sputum, thoracic pain, hemoptysis, and dyspnea are 
the most frequent symptoms, and fever, pulmonary 
consolidation, enlargement of the liver, and emacia- 
tion are the usual physical signs. Specific antiamebic 
drugs are available. The most satisfactory therapeutic 
regimen used in the present series was the combina- 
tion of emetine hydrochloride, chloroquine, and car- 
barsone. This conservative therapy will be successful 
in most patients with pleuropulmonary amebiasis, and, 
if a thorough search fails to reveal E. histolytica and 
the diagnosis is still entertained, a medical therapeutic 
trial is in order. Pulmonary resection will be done in 
some cases of pulmonary amebiasis in which abscess 
or infiltrate is manifest but in which the diagnosis is 
undetermined preoperatively. While pleuropulmonary 
amebiasis can be handled satisfactorily after such a 
procedure, provided it is recognized and antiamebic 
therapy instituted early, the authors are of the opinion 
that operation should be avoided if possible. 


Topical Cortisone Medication in Chronic Tuberculous 
Pyothorax in the Preoperative Period. S. Cellerino and 
P. Tarditi. Gazz. med. ital. 115:358-362 (Nov.) 1956 
(In Italian) [Turin, Italy]. 


The authors report on the treatment with cortisone 
of 30 tuberculous patients with chronic pyothorax. 
Antibiotic therapy and topical treatment had failed to 
have any effect on patients who were in too poor a 
general state for surgery. Twenty-two patients (73.4%) 
had postpneumothorax empyema, 3 (10%) had em- 
pyema that followed extrapleural surgical pneumo- 
thorax, 4 (13.3%) had secondary empyema following 
pulmonary exeresis, and 1 (3.3%) had empyema fol- 
lowing spontaneous pneumothorax. Sputum was posi- 
tive in 21 patients. Clinical and radiologic findings 
showed that the tuberculous disease was in the pro- 
gressive phase in 9 patients. Koch bacilli were present 
in the exudate of 20 patients. Mixed bacterial flora 
was present in all patients. Cortisone acetate was in- 
jected directly into the cavity. Each patient received 
from 5 to 50 mg. of the drug per day depending on 
his general and local condition as well as on his body 
weight and his tolerance of the drug. A convenient 


_dose of antibiotics was combined with the cortisone. 


The treatment lasted from a minimum of 10 to 15 
days to a maximum of 30 days; it had to be suspended 
in some patients. Clinical improvement occurred in 13 
patients (43.5%), symptomatic improvement in 10 
(33.4%), and no improvement in 5 (16.7%); the condi- 
tion became worse in 2 patients (6.4%). Important 
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phenomena of intolerance were not noticed. At the 
time the article was written, 14 patients had been op- 
erated on and only 5 of the remaining 16 were not yet 
in a condition to undergo surgery. 


The Metabolism of Folic Acid in Cirrhosis. J. H. Jandl 
and A. A. Lear. Ann. Int. Med. 45:1027-1044 (Dec.) 
1956 [Lancaster, Pa.]. 


Observations were carried out in a special metabolic 
ward upon a group of 16 patients with cirrhosis asso- 
ciated with chronic alcoholism. There were 8 patients 
of each sex, whose ages ranged from 28 to 64 years. 
The diagnosis of Laennec’s cirrhosis was made clin- 
ically, and in 8 instances it was verified pathologically. 
These patients showed various degrees of anemia, 
generally macrocytic in character and not associated 
with evidence of current or of previous blood loss. 
Each patient was observed for at least 10 days on a 
controlled diet before the administration of hema- 
topoietically active material, such as folic acid, citro- 
vorum factor, vitamin B ;., and ascorbic acid. Four of 
16 patients with macrocytic anemia associated with 
hepatic cirrhosis and chronic alcoholism exhibited 
megaloblastic bone marrow. These 4 patients pos- 
sessed normal serum vitamin Bj. levels but mani- 
fested a deficiency of folic acid by their subnormal 
daily urinary excretion of folic acid and of citrovorum 
factor, by their failure to excrete administered folic 
acid promptly, and by their striking clinical and hema- 
tological responses to small daily doses of folic acid. 
The remaining 12 patients had “normoblastic” bone 
marrow, showed normal urinary levels of folic acid, 
and failed to respond to either synthetic folic acid or 
citrovorum factor. The dietary histories and alcoholic 
consumption of the cirrhotic patients with megalo- 
blastic marrow were not significantly different from 
those of the group as a whole, and no abnormalities 
were apparent in these patients in the responsiveness to 
or in the absorption, deconjugation, or renal excretion 
of folic acid. It is possible that an increased require- 
ment for folic acid, compounded in most cases with 
marginal or inadequate dietary intakes, accounts for 
the apparent susceptibility of patients with chronic 
alcoholism and cirrhosis to the development of folic 
acid deficiency. 

Comparative studies on normal subjects given a 
yeast preparation orally containing 1,500 meg. of folic 
acid activity, largely in conjugated form, indicate that 
about 25% of this naturally occurring folic acid was 
absorbed. Preliminary deconjugation in vitro of the 
yeast folic acid conjugate increased the absorption to 
about 60% of the total orally administered folic acid 
activity. This was in contrast to the absorption of over 
95% of synthetic folic acid administered similarly. 
Serum vitamin B ,» levels were within or above the 
normal range in 29 patients with cirrhosis, with or 
without anemia. Five patients had abnormally high 
serum vitamin B ,» levels, but no relationship between 
the vitamin B,». level of the serum and the mor- 
phologic character of the blood or the apparent state 
of folic acid absorption or metabolism was evident. 
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A New Concept of Familial Adenomatosis. R. C. Gum- 
pel and, J. D. Carballo. Ann. Int. Med. 45:1045-1058 
(Dec.) 1956 [Lancaster, Pa.]. 


Familial adenomatosis is characterized by a diffuse 
adenomatous involvement of the colon, a heredo- 
familial incidence, and a close relationship to cancer of 
the large intestine. It is a distinct disease entity and is 
to be differentiated from postinflammatory polyposis 
and nonfamilial discrete polyps of the colon. The recent 
literature suggested that there is an association be- 
tween familial adenomatosis and additional growth 
abnormalities. Three patients recently seen at Vet- 
erans Administration hospital, Coral Gables, Fla., are 
presented because they illustrate the new concept of 
familial adenomatosis with the association of “hard 
and soft tissue tumors.” The first patient with familial 
adenomatosis had the associated lesions of osteomas, 
fibromas, and fibrosarcoma. One osteoma was noted 
prior to the recognition of the polyps, and at the time 
of recognition of the latter the fibrosarcoma had prob- 
ably existed for a prolonged period, as suggested by 
the massive size of the tumor. The second patient with 
familia! adenomatosis had associated multiple epider- 
moid cysts. Their existence and recognition had ante- 
dated the appearance of symptoms due to the poly- 
posis by many years. The third patient who had 
familial adenomatosis of a segmental type had had, 
since youth, the associated lesions of epidermoid cysts 
and subcutaneous fibromas. At the time of the initial 
operation the mesentery was found to be involved 
with an area of diffuse fibrosis. At a subsequent opera- 
tion a leiomyoma of the small intestine was found. 

In all 3 of these patients the existence of the asso- 
ciated growth abnormalities was recognized prior to 
the establishment of the diagnosis of familial adeno- 
matosis or to the appearance of gastrointestinal symp- 
toms. If subsequent reports of additional cases of 
familial adenomatosis or reviews of previously re- 
ported series demonstrate the alleged association to 
be real, a means for early detection of premalignant 
polyps will be afforded. The finding of any of the re- 
ported abnormalities of growth will thus serve as an 
important tool in prevention of cancer of the large 
intestine. 


Intradermal Reaction in Infectious Hepatitis. R. Katz, 
H. Ducci and E. Gonzalez. Rev. med. Chilie. 84:359- 
364 (July) 1956 (In Spanish) [Santiago, Chile]. 


Henley’s intradermal reaction test for infectious 
hepatitis was performed on the following groups of 
persons: (1) 72 persons between the ages of 1 and 64 
years who had had hepatitis from 1 month to 6 years 
prior to the test; (2) 47 persons who had been in con- 
tact with patients with spontaneous hepatitis but who 
had not developed the disease; and (3) 277 persons who 
had had neither infectious hepatitis nor contact with 
the patients. The test gave positive results in 62 of 72 
persons in the lst group, in 39 out of the 47 persons 
in the 2nd group, and in 150 of the 277 persons in the 
3rd group. Among the patients in the Ist group, the 
test gave positive results in 50 of 56 children and 
adolescents who had had spontaneous hepatitis and 
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in 9 of the 16 adults who had had hepatitis from in- 
oculation. The percentage of positivity of the test in- 
creased with age. Positive reactions were more fre- 
quent among people who lived in regions in which 
hepatitis is frequent than in those who lived in regions 
in which the disease is rare. The authors conclude that 
Henley’s intradermal reaction for infectious hepatitis 
is harmless. Positive results clearly show by intense 
erythema. Definite conclusions on the specificity of 
the test cannot, as yet, be reached. The test seems to 
be specific. It is of value in the study of the epidemi- 
ology of hepatitis and of whether the disease produces 
immunity and for the differential diagnosis between 
spontaneous hepatitis and hepatitis from inoculation. 


Therapeutic Evaluation of Prednisone (Meticorten) in 
General Collagen Diseases. W. Cossermelli, S. D. 
Giannini, M. Papaléo Netto and L. V. Décourt. Rev. 
Assoc. med. brasil. 2:345-354 (Sept.) 1956 (In Portu- 
guese) [Sao Paulo, Brazil]. 


Twenty-six patients between the ages of 5 and 67 
years with general collagen diseases are reported on. 
The group included 12 patients with either rheumatoid 
arthritis or rheumatic spondylarthritis, 6 with rheu- 
matic fever, 4 with chorea, 3 with general erythema- 
toses, and 1 with scleroderma. The patients did not 
respond to the administration of antirheumatic steroids. 
Prednisone (Meticorten) was given in daily doses of 
from 30 to 40 mg. for adults and from 20 to 30 mg. for 
children. The daily dose was given in 4 fractions at 
6-hour intervals. The average daily maintenance dose 
was 12 mg. The duration of the treatment varied be- 
tween 2% and 6% months. The effects of prednisone 
proved to be far better than those of the other com- 
monly used antirheumatic steroids in rheumatoid arth- 
ritis and rheumatic fever, mainly in rheumatic 
carditis, and also in general erythematoses. The effects 
of prednisone on chorea were about the same as those 
from the other antirheumatic steroids. The cases of 
rheumatic spondylarthritis and scleroderma are very 
few to draw conclusions from. The side-effects were 
moderate in comparison with those of the other anti- 
rheumatic steroids, the most frequent being the ap- 
pearance of a “full-moon” face and hirsutism. A side- 
effect not previously reported on from other antirheu- 
matic steroids was the suppression of or disorders of 
menstruation, which occurred in 12 of 13 menstruating 
women in the group of reported cases. 


Hereditary Hy lesterolaemic Xanthomatosis. J. 
C. Leonard. Laneet 2:1239-1242 (Dec. 15) 1956 [Lon- 
don]. 


The xanthomatoses are a miscellaneous group of 
diseases that have in common the formation of yellow 
“tumors” characterised histologically by large pale 
cells with foamy cytoplasm containing cholesterol. The 
characteristic features of hereditary hypercholestero- 
lemic xanthomatosis are the hereditary nature of the 
condition and the raised serum cholesterol level. The 
disease involves the skin, the tendons, and the cardio- 
vascular system. Eleven families with hereditary hy- 
percholesterolemic xanthomatosis are presented. The 
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clinical features included xanthelasma, xanthoma 
tuberosum, xanthoma tendinosum, ischemic heart dis- 
ease, and intermittent claudication. One patient had 
an atherosclerotic aneurysm of the abdominal aorta. 
Ten of the 11 families were first seen because one of 
their number developed ischemic heart disease. Twen- 
tv-nine patients with hypercholesteremia were found 
in the 11 families. In addition, 1 patient had xanthoma 
tendinosum, but the cholesterol level of his serum was 
not estimated. In 5 families, another member had died 
of cardiac infarction but had not been investigated. 
Thus 35 patients showed evidence of hereditary 
xanthomatosis. The sex distribution was nearly equal 
(19 males, 16 females). 

Hypercholesterolemia alone is the rule under the 
age of 30. Clinical evidence of xanthomatosis becomes 
increasingly common from the 4th decade onward. 
The total serum cholesterol and phospholipids are in- 
creased, but the amount of neutral fat in the serum is 
normal or only slightly increased. The condition is 
hereditary and is probably transmitted as a Mendelian 
dominant. Treatment with a low-fat diet, sitosterol, 
and heparin is briefly discussed. The disease is not 
rare and should be considered especially as a cause of 
ischemic heart disease in early and middle adult life. 


Treatment of Blackwater Fever with Prednisone. H. C. 
Trowell and J. M. Vaizey. Lancet 2:1281-1282 (Dec. 
22) 1956 [London]. 


While the exact cause and mechanism of blackwater 
fever is still obscure, it is regarded as an acute ac- 
quired hemolytic anemia occurring only in patients 
who have had malaria. Hence a trial of corticotropin 
or cortisone seems justified. Prednisone was used in 5 
consecutive patients with blackwater fever recently 
observed in an East African hospital. The response 
was prompt and satisfactory in all 5 patients and so 
impressive that even in the absence of controls it 
seemed clear that the drug had a favorable effect on 
the hemolytic process. This is in line with the experi- 
ence with cortisone in other varieties of acquired 
hemolytic anemia. The authors recommend the use of 
prednisone or cortisone in the management of every 
case of blackwater fever. 


Clinical Experience with the Skeggs-Leonards Type 
of Artificial Kidney: Report on 46 Consecutive Pa- 
tients. P. Anthonisen, C. Crone, O. Munck and others. 
Lancet 2:1277-1280 (Dec. 22) 1956 [London]. 


The authors mention the several types of artificial 
kidneys that are being used and state that at the 
Kommunehospital in Copenhagen favorable results 
have been obtained with an artificial kidney designed 
by Skeggs and Leonards. Seventy-eight dialyses on 
46 patients have given them the impression that hemo- 
dialysis is an indispensable adjuvant to the conserva- 
tive treatment of acute renal failure. Of the 35 pa- 
tients with acute renal failure who were subjected to 
dialysis, 11 survived. Hemodialysis was essential to or 
played an important part in their recovery. Conserva- 
tive therapy is still the fundamental principle in the 
treatment of acute renal failure; but it is not enough 
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in severe cases, and in moderately severe cases early 
dialysis can decrease the risks of complications and 
shorten convalescence. Dialysis should be instituted 
before patients present clinical signs and symptoms of 
uremia. This means that dialysis should usually begin 
before the serum urea level exceeds 400 mg. per 
100 ml. 


SURGERY 


The Surgical Management of Chronic Ulcerative Co- 
litis. J. DeWitt Fox. Am. J. Surg. 93:3-26 (Jan.) 1957 
[New York]. 


Ileostomy alone as the surgical treatment of ulcera- 
tive colitis has the disadvantage that the colon, the 
seat of the disorder, remains as a focus of infection. A 
multistage colostomy greatly increases the surgical 
risk, because several operations are required. This 
paper is concerned with the surgical management of 
chronic ulcerative colitis that has been developed at 
the Henry Ford Hospital in Detroit. In selected pa- 
tients, the surgical treatment may now be streamlined 
to a one-stage total colectomy, with removal of the 
rectum and ileostomy in one operation. This procedure 
has a number of advantages: it avoids multiple opera- 
tive procedures with the attendant risks; it is usually 
performed when the patient is in better general condi- 
tion, at the beginning of his illness, not after he has 
had two or three operations; it avoids the difficulty of 
building up the patient while he still has a diseased 
colon; and there is an excellent psychic effect in that 
the patient is cured in one operation. Many patients 
will not submit to staged procedures. The operation 
also avoids complications, such as foci of infection in 
the remaining colon, perforation, peritonitis, hemor- 
rhage, rectal stricture, fistula, abscess and segmental 
ulceration, and pseudo-polyposis and malignant degen- 
eration. There is great danger of malignant degenera- 
tion in chronic ulcerative colitis. 

Both the colon and the rectum must be sacrificed, 
and a permanent ileostomy must be performed. An 
ileostomy-colostomy appliance for collecting the fecal 
stream is described and illustrated. Indications for 
ileostomy and total colectomy are chronic invalidism, 
perforation, hemorrhage, toxicity, arthritis and der- 
matitis, stricture, and malignant degeneration. The 
patient should be prepared for the operation so that 
he has an optimal fluid and electrolyte balance and 
sufficient hemoglobin and serum protein; infection 
should be controlled with the use of antibiotics. Above 
all, the patient should be conditioned psychologically 
to his operation and the ileostomy care that is to 
follow. 


The Surgical Treatment of Emphysematous Bullae. 
C. J. Stringer and C. A. Burnett. Am. Rev. Tuberc. 
74:856-873 (Dec.) 1956 [New York]. 


Eighteen men between the ages of 21 and 62 years 
with emphysematous bullae were subjected to thora- 
cotomy with excision of the pleural roof and approxi- 
mation of the parenchyma, which forms the walls, and 
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the pleura with a continuous suture of fine chromic 
catgut, each bite including a minimal depth of paren- 
chyma. All patients had obvious respiratory insuffi- 
ciency, caused by either compression of the lung or by 
pneumothorax, which did not correspond to conserva- 
tive treatment. None of the patients died. The results 
were gratifying. The aspiration of secretions and the 
application of positive pressure permitted rapid expan- 
sion of functioning lung after the bullae were 
unroofed. The greatly improved ventilation and dimin- 
ished resistance of the pulmonary capillary bed re- 
sulted in continued improvement of these patients 
during the procedure, diminishing and even obviating 
the relative risk. Pulmonary function tests made from 
6 months to 4 years after the surgical intervention 
revealed an excellent pulmonary reserve, considering 
the extent of emphysema present. Failure to maintain 
complete expansion after thoracotomy necessitated a 
thoracoplasty in one patient with spontaneous pneu- 
mothorax caused by rupture of an emphysematous 
bulla. The clinical result obtained in this patient was 
considered to be good. Two patients required inter- 
costal suction for 2 weeks postoperatively. All the men 
have returned to work, some as laborers. 

Emphysematous bullous disease is progressive. New 
factors, paradoxical inflation and infection, are super- 
imposed with the formation of bullae upon the basic 
disease process; a vicious cycle is established, and the 
progress toward cardiorespiratory insufficiency is 
hastened. Obliteration of bullae at thoracotomy is the 
procedure of choice. Pulmonary resection of emphyse- 
matous bullae is to be condemned because it sacrifices 
lung tissue potentially capable of functioning and con- 
tributes to overexpansion of the remaining lung and 
parenchyma. Percutaneous instrumentation is danger- 
ous and unnecessary. The rupture of emphysematous 
bullae, as well as bronchial tears, should be considered 
in the differential diagnosis of traumatic pneumothorax 
that fails to respond to conservative treatment. The 
principles of treatment of emphysematous bullae 
should not and/or need not be applied to congenital 
cystic disease. 


Vagotomy: Clinical Results, with a Note on Tempo- 
rary Gastros'omy. J. M. Farris and G. K. Smith. Cali- 
fornia Med. £5-394-398 (Dec.) 1956 [San Francisco]. 


Because of problems related to gastric emptying, 
transthoracic vagotomy was abandoned for a time, 
but later it was combined with gastroenterostomy, 
with a noticeabic improvement in results. In a group 
of selected cases where the ulcer was ideally placed 
for removal! and where bleeding was a prominent 
feature, a lower gastrectomy was combined with va- 
gotomy. More recently, pyloroplasty has been utilized 
as a drainage maneuver, and at present this is regarded 
as the procedure of choice. Since 1954, the authors 
have used temporary gastrostomy routinely in all va- 
gotomy operations (73 cases). It has also been employed 
in subtotal gastrectomy as well as in cholecystectomy, 
cholecystojejunostomy, cholecystostomy, colon resec- 
tion, and intestinal obstructions. Experience has shown 
that the tube of choice is a No. 18 or No. 20 Foley bag 
catheter with the balloon inflated to 10 to 15 ce. of 
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water. The tube is introduced into the stomach and 
enclosed by a single purse-string suture midway be- 
tween the greater and lesser curvatures in the proximal 
portion of the lower half. The visceral and parietal 
peritoneal surfaces are opposed by two contingency 
sutures. The site for exit of the tube is the parietal 
peritoneum, which corresponds to the topographic 
opposite of the purse-string on the anterior wall of the 
stomach. Inflation of the balloon allows a moderate 
amount of traction to impinge the parietal and visceral 
peritoneal surfaces. Traction is maintained in an axial 
direction by adhesive tape on either the dressing or 
the skin. The tube is then managed the same as any 
nasogastric tube, although the difficulties in proper 
maintenance appear to be considerably less than with 
the conventional Levin tube. The tube is clamped 
when oral feedings are begun; and as soon as the 
pyloric tolerance for the diet is adequate, the balloon 
is deflated and the tube removed. 

The authors sent questionnaires to more than 100 
patients who had been subjected to vagotomy for pep- 
tic ulcer. Replies received from 60 patients were ana- 
lyzed with respect to ability to maintain or gain 
weight, the presence of a possible “dumping” syn- 
drome, and the incidence of diarrhea. About half of 
the patients had been subjected to subtotal gastrec- 
tomy, usually with resection of the ulcer, along with 
vagotomy, and the other half had either gastroenteros- 
tomy or pyloroplasty as an adjunct to the vagotomy. 
The results were satisfactory in 93% of the patients. 
There were no deaths in this series. Three times as 
many unsatisfactory results occurred in a group of pa- 
tients who had had gastrectomy. There were no proved 
recurrent or marginal ulcers in either group. Vagotomy 
plus a complementary procedure has proved, in the ex- 
perience of these authors, to be the operation of choice 
in chronic duodenal ulcer. At present, gastrectomy 
plus vagotomy appears to be less desirable than va- 
gotomy plus pyloroplasty or gastroenterostomy. 


Experiences with Poliomyelitic Scoliosis After Fusion 
and Correction. T. Gucker. J. Bone & Joint. Surg. 
38-A:1281-1300 (Dec.) 1956 [Boston]. 


Eighty-six patients underwent spinal fusion for 
scoliosis due to paralytic poliomyelitis at the Georgia 
Warm Springs Foundation between 1940 and 1952. 
The final results could be ascertained in 78 of these. 
The behavior of paralytic scoliosis is not the same as 
that of the congenital and idiopathic types of scoliosis. 
In the paralytic form, the curve may continue to in- 
crease for many years after the onset of the paralysis. 
Because of severe involvement of the trunk muscles, 
instability of the spine may be a serious problem even 
if the scoliosis is at first relatively mild. Under these 
circumstances, stability of the spine may be attained 
only after the development of a severe deformity. Such 
a deformity may lead to impairment of the vital func- 
tions; for example, kinking of the ureters, which in 
turn may cause renal stasis. The treatment of this type 
of scoliosis aims to prevent progression of the de- 
formity and to attain adequate functional stability of 
the trunk. Fusion of the spine is often used to secure 
this goal. 


The final results produced by spinal fusion in the 
78 poliomyelitic patients followed for an average of 
4 years and 1 month were as follows: 7 became worse, 
37 showed no change, and 34 were improved. Pseudar- 
throsis appeared in 44 of the patients. The following 
routine is recommended for pseudarthrosis. As soon 
as the defect is discovered, the loss of correction 
should be determined by means of roentgenograms 
made with the patient bending laterally in the re- 
cumbent position. If the defect is great and hyper- 
mobility is present, surgical repair should be done. If 
the amount of correction retained is satisfactory, how- 
ever, the patient should be instructed to limit the time 
he is not recumbent and to return at 2-month intervals 
to check on the progress of his curvature by means of 
roentgenograms made in the erect position and in the 
oblique projections. In this series the outcome in 20 of 
the 44 patients with pseudarthroses was a stable, pain- 
less spine in which loss of correction did not continue. 
Furthermore, in 15 of these patients correction was 
retained, and in only 4 of these was it necessary to 
perform surgical repair with additional correction. In 
all patients the greatest loss of initial correction oc- 
curred at least 6 months after sitting and standing 
was resumed, and in most patients it occurred after a 
year. It is recommended that in the treatment of pa- 
tients with paralytic scoliosis iliac or thin tibial grafts 
be used, that 4 months of recumbent immobilization 
be considered sufficient, and that the patient wear a 
rigid cellulose-acetate jacket for at least 2 years after 
the upright position is permitted. 


Popliteal Cyst: A Clinicopathological Survey. R. J. 
Burleson, W. H. Bickel and D. C. Dahlin. J. Bone & 
Joint Surg. 38-A:1265-1274 (Dec.) 1956 [Boston]. 


This report is concerned chiefly with 82 patients 
who underwent surgical treatment for popliteal cvst. 
One had the lesion bilaterally, so that 83 operations 
were performed. These patients were treated at the 
Mayo Clinic during the 10-year period from 1944 to 
1953, inclusive. During this time an additional 116 
patients with a clinical diagnosis of popliteal cyst were 
seen who did not receive surgical treatment. The pa- 
tient usually complained of a mass and of aching pain 
in the region of the knee. Seventeen of the 82 patients 
operated on were less than 16 years old. In 89 (45%) of 
the 198 cases, there was clinical or roentgenographic 
evidence of associated abnormalities of the knee joint. 
Osteoarthritis led the list, being present in 40 patients, 
and rheumatoid arthritis was present in 27. This high 
incidence of associated disease of the knee joint indi- 
cates that such conditions must be a factor in the oc- 
currence of popliteal cyst. While the associated con- 
ditions did not predispose to recurrence of the cyst 
after operation, it did seem to increase the chance 
that the patient would continue to complain of trouble 
with the joint after operation. 

Forty-six of the 83 cysts seemed to arise from bursae, 
26 from hernias, and 11 from indeterminate sites. Com- 
munication of the cyst with the joint was evident in 
54, half of these being hernial in origin; 22 cysts com- 
municated with the knee, but this did not seem to 
predispose to recurrence. Pathologically, the cysts 
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were classified as fibrous, synovial, inflammatory, and, 
in a few instances, transitional. No particular type or 
lining characterized either the bursal or the hernial 
cyst. Only 5 patients had recurrence of the cyst, but in 
27 some symptoms persisted; 21 of these had associ- 
ated disease of the knee joint. Popliteal cysts have 
been described under various other names, such as 
Baker’s cysts, posterior hernias of the knee joint, syno- 
vial cysts, semimembranosus bursae, and gastrocnem- 
i branosus bursae. The authors prefer the 
name popliteal cyst. 


Venous Insufficiency and Ulcers of Leg. G. Bauer. 
Nord. med. 56:1671-1677 (Nov. 22) 1956 (In Swedish) 
[Stockholm]. 


Incompetence of the valves in the femoral vein was 
found to be the main factor disturbing the muscular 
and valvular mechanism that keeps the blood pressure 
in the capillaries of the lower leg at a tolerable level. 
Injuries and insufficiency of the valves of the femoral 
vein are often due to an earlier deep thrombosis. In 
about an equal number of cases, which may be termed 
idiopathic, the factor that causes the injury to the 
valves is not fully understood. Whatever the etiology, 
the condition results in chronic edema and ulcer of 
the leg. Treatment consisted in double ligation of the 
popliteal vein with resection of the intermediate seg- 
ment, supplemented by supportive bandaging for a 
shorter or longer time and, in about 15% of the cases, 
by ligation and sclerosing of incompetent superficial 
veins. In 350 patients with severe cases, follow-up for 
3 years after the operative treatment showed contin- 
ued healing and absence of symptoms in 265, while in 
85 edema and ulceration recurred once or oftener: in 
64 in the Ist year after operation, in 19 in the 2nd year, 
and in 2 in the 3rd year. Similar continuous observa- 
tion for 6 years in 100 patients with severe cases 
showed continued healing in 74 and recurrence in 26, 
in 24 of these during the first 3 years. 


The Post Polio Calcaneo-valgus Foot. L. W. Breck. 
Southwestern Med. 38:46-50 and 58 (Jan.) 1957 [El 


Paso, Texas]. 


The author treated a combination of calcaneus and 
valgus deformities occurring together in the same foot 
after poliomyelitis in 6 patients. The severity of the 
deforming foree in each case is an important factor 
involved in the difficulty of treatment. The deformity 
is usually persistent and progressive. It almost invari- 
ably requires surgical treatment, but conservative 
treatment may be helpful in preventing rapid progres- 
sion of the deformity. The calcaneus deformity is gen- 
erally amenable to treatment by an early tendon 
transplant to replace the lost function of the triceps 
surae muscle group. The peroneals, tibialis posterior, 
flexor digitorum communis longus, the flexor hallucis 
longus, and, in rare instances, the tibialis anterior 
muscle may be used for transplants. The valgus de- 
formity should be attacked by a combination of a 
triple arthrodesis and muscle transplants of the foot. 
A wedge of bone should be removed from the inner 
side of the foot at the time the triple arthrodesis is 
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done to correct the valgus deformity. Green's opera- 
tion as described by Grice, in which a bone graft is 
placed in the sinus torsae, is useful in the treatment of 
calcaneus-valgus deformity. It is important to realize 
that the calcaneus and valgus deformities, although 
they may be analyzed separately, are really integral 
parts of the same deformity. Their treatment is like- 
wise closely linked together. Muscle transplantation 
may be done at an early age. It should be deferred un- 
til 18 months or more after the acute attack of poliomy- 
elitis. It is generally considered hazardous to do a triple 
arthrodesis before the age of 8 years. Stabilization of 
the astragalo-scaphoid and subastragalar joints by 
means of large wires or small pins under direct vision 
after the completion of the arthrodesis and before 
closing the incision is recommended. Transplantation 
of the 2 peroneal tendons and the tibialis posterior into 
the os calcis has given good results, and a triple arthro- 
desis has been a very satisfactory operation. Re- 
currences of the deformity are common, and fre- 
quently an additional surgical attack on the problem 
is required. 


Is Skin Homografting Necessary? A Re-examination of 
the Rationale for Auto- or Homo-grafting of Cuta- 
neous Injuries and a Preliminary Report on the Action 
of Plastic Dressings. T. Gillman, M. Hathorn and J. 
Penn. Plast. & Reconstruct. Surg. 18:260-274 (Oct.) 
1956 [Baltimore]. 


Homografting has been advised for cutaneous in- 
juries resulting in loss of tissue. The authors made 
numerous investigations into the rationale of this pro- 
cedure, having experimented with various types of 
autografts and homografts, all aimed at disclosing the 
roles of connective tissue and epithelium in healing 
and especially in regulating the rate of repair and the 
degree of wound contracture. In the light of the infor- 
mation obtained and of the available evidence in the 
literature, the following suggestions are put forward: 
1. Contracture of excised wounds is not attributed to 
the lack of native epithelium alone. 2. Autografts do 
not favorably influence healing and diminish con- 
tracture solely by providing a source of native epithe- 
lium. 3. The dermal component of autografts (and 
possibly also of homografts) seems to play a critical 
role in modifving healing and the subsequent contrac- 
ture possibly by either suppressing granulations or by 
influencing the direction, quantity, quality, and per- 
haps the subsequent behavior of new collagen fibers 
deposited during the healin , of granulations. It is sug- 
gested that in the treatment of deep, extensive excised 
wounds it would often be desirable to delay autograft- 
ing if it were possible to inhibit granulations and 
local epithelial regeneration. Various possibilities have 
been explored for achieving this ideal. 

The present investigation demonstrates the value of 
one type of plastic dressing that has been shown to 
inhibit granulation tissue formation, epithelial regen- 
eration, and collagenisation of granulations and the 
subsequent contracture rate of wounds. This dressing 
did not evoke any untoward cellular reactions in the 
wound comparable to that related to homografts or 
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tulle-gras. The authors suggest that plastic and/or 
other types of dressings may well supplant skin homo- 
grafting in the emergency treatment of extensive burns 
and other excised wounds, until such time as homo- 
grafts can be made to remain as homovital tissue and 
not, as presently, as glorified and highly expensive 
wound “dressings.” 


The Surgical Management of Coronary Artery Dis- 
ease: Background, Rationale, Clinical Experiences. 
C. S. Beck and B. L. Brofman. Ann. Int. Med. 45:975- 
988 (Dec.) 1956 [Lancaster, Pa.]. 


There are 2 types of death in coronary artery dis- 
ease. One is due to electric currents in the heart that 
destroy the coordinated mechanism. The other is due 
to muscle destruction and failure. Of every 10 deaths 
due to coronary disease, a break in mechanism occurs 
in about 8 and muscle failure in about 2. Electrical 
instability occurs when the distribution of oxygen is 
not uniform throughout the heart. The authors coined 
the term “oxygen differentials.” In the laboratory 
these differentials are produced by ligation of a 
coronary artery in a pink heart and by perfusion of 
red blood into a coronary artery in a cyanotic heart. 
Contact between blue and pink muscle, or pink and 
blue muscle, produces these currents. The term “thresh- 
old of fibrillation” may be used to refer to the sus- 
ceptibility of the heart to fibrillation. The production 
of current and the death of muscle are different biolog- 
ical processes. Currents can kill during infarction; they 
may occur together, but they are independent proc- 
esses. There are 2 ways in which the crippled coronary 
circulation can be helped: One is by an even dis- 
tribution of the blood that enters these arteries; the 
other is by the addition of blood to that which enters 
the diseased arteries. 

The authors tried to convert the coronary sinus into 
an inlet for blood and found that red blood delivered 
into the venous system gave protection to the heart. 
The reversed flow lasted for about 6 weeks and then 
was replaced by a permanent set of intercoronary 
channels that afforded equivalent protection. This op- 
eration was difficult to perform, and so during the last 
4 years the authors have been using a more simple 
method to produce intercoronary channels. This con- 
sists of 4 steps. One step is the passage of a ligature 
around the coronary sinus about 1 or 2 cm. from its 
ostium in the auricle, constructing the sinus down to 
a lumen of about 3 mm. This narrowing of the sinus 
brings about somewhat greater extraction of oxvgen 
from the venous blood. The mild venous stasis re- 
duces oxygen differentials in the presence of arterial 
occlusion, and this probably protects the heart with 
coronary disease. It also produces intercoronary chan- 
nels. If the sinus is hard to approach, as in patients 
with cardiac enlargement, this step is omitted. The 
2nd step consists of abrasion of the lining of the 
parietal pericardium and the epicardial surface of the 
heart. This produces inflammation, with resultant in- 
tercoronary channels. The 3rd step consists of the 
application of about 0.3 gm. of coarsely ground as- 
bestos to the surface of the heart, producing a mild 
inflammatory reaction. The 4th step is to bring the 
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mediastinal fat into contact with the heart so that it 
can act as a graft upon the heart. Operation is advised 
when the diagnosis of coronary insufficiency or angina 
pectoris is made. It is also advised after one or more 
infarcts, but the interval between operation and the 
last infarct should be at least 6 months. Contraindica- 
tions to the operation are signs of congestive heart 
failure, marked enlargement of the heart, and pro- 
gression of symptoms. Of 100 patients who were fol- 
lowed from 6 months to 5 years after operation, 40 
had no pain and 48 had less pain. Thirty-four were 
better able to work without limitations and 56 with 
moderate limitations; thus, 90% were better able to 
work. In 100 consecutive patients who were operated 
on, the surgical mortality was zero. 


Experience in the Surgical Management of Atrial 
Septal Defect and Pulmonic Stenosis Under Hypo- 
thermia. J. M. Salyer, C. S. Lyter and B. E. Pollock. 
Am. Surgeon 22:1058-1069 (Nov.) 1956 [Baltimore]. 


The authors believe that the simple type of atrial 
septal defect (ostium secundum ) and isolated pulmonic 
stenosis, valvular or infundibular, can be most satis- 
factorily corrected by direct exposure under anes- 
thesia modified by hypothermia. Eighteen patients, 
ranging in age from 20 months to 39 years, have been 
subjected to simple direct vision cardiotomy or arteri- 
otomy approaches for the correction of atrial septal 
defects or for the relief of isolated pulmonic or in- 
fundibular stenosis with the aid of acutely induced 
general hypothermia. Sixteen of these patients are 
living, and follow-up studies and reports indicate that 
10 who had repair of interatrial septal defects are 
cured and 1 (with additional cardiovascular defects) 
is markedly improved. The 5 patients who had sur- 
gical relief of pulmonic stenosis have had significant 
to striking relief of symptoms. Three patients have 
been followed for over 2% years. Two patients, one 
in each congenital category, failed to recover after 
tolerating the hypothermia and surgical procedure 
well. In 1, an adult with interatrial septal defect, 
multiple pulmonary emboli developed on the Ist post- 
operative day, and the other, a 21-month-old infant 
with pure pulmonic stenosis, died approximately 20 
hours after valvuloplasty from uncontrollable pe- 
ripheral circulatory collapse and cerebral anoxia. 


Surgical Treatment of Aortic Aneurysms. D. A. Cooley, 
M. E. De Bakey and O. Creech Jr. Am. Surgeon 
22:1043-1051 (Nov.) 1956 [Baltimore]. 


Of 253 patients subjected to excisional therapy for 
aortic aneurysms during the past 5 years, 185 had 
lesions of the abdominal and 68 of the thoracic aorta. 
Death occurred within the first weeks of operation in 
24 of the former and 23 of the latter, with a total hos- 
pital mortality rate of 18%. The policy of accepting 
for operation almost all patients with aneurysm irre- 
spective of advanced age or evidence of cardiac, renal, 
or respiratory insufficiency is regarded as the factor 
primarily responsible for this relatively high surgical 
risk. In the elderly group of patients with lesions of 
the abdominal aorta, the fatality rate was almost 
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double that of the younger patients. The risk in hyper- 
tensive patients was twice that in the normotensive. 
Deaths in patients with cardiovascular and renal dis- 
ease were usually due to these diseases. Another im- 
portant factor contributing to the mortality is the 
presence of rupture of the aneurysm existing at the 
time of operation. Among the patients with abdominal 
aneurysm there were 25 with acute perforation, op- 
eration being performed as an emergency with the 
patients in shock with massive retroperitoneal hemor- 
rhage. Although there were 9 deaths in this group, the 
salvage of 16 patients, or 64%, is striking. In spite of 
the risk of operation under these circumstances, re- 
section of the aneurysm should always be attempted 
regardless of the apparent hopelessness of the situa- 
tion. Operation should not be delayed in order to 
combat shock in such cases by massive transfusion, 
and preparations should be made for immediate 
laparotomy. In most of these patients, improvement 
occurs immediately after the application of the proxi- 
mal occluding clamp. and the operation is well tol- 
erated. The operative risk is much higher in patients 
with lesions of the thoracic than the abdominal aorta 
because of greater strain upon the cardiovascular 
system. 

For sacciform aneurysms, tangential excision with 
lateral aortorrhaphy is effective, whereas fusiform 
aneurysms require segmental aortectomy with restora- 
tion of aortic flow by aortic homograft or synthetic 
prosthesis. Results of treatment in 219 cases of the 
former and 37 of the latter are reported. Because of 
the unusual nature of dissectiny aneurysm, surgical 
therapy must be adapted to control the dissecting 
tendency. If the intimal tear occurs in the ascending 
aorta, a reentry passace is created in the descending 
aorta close to the origin of the ligamentum arteriosum. 
When the intimal tear occurs distal to ligamentum 
arteriosum, this segment of aorta is resected and a 
graft is inserted. In both types of operation, after the 
aorta is divided the 2 layers in the lower segment are 
sutured together in order to eliminate the extension of 
the process distally. Results of excisional therapy of 
dissecting aneurysms of the aorta were most gratifying. 
Survival and apparent cure were obtained in 10 of 13 


patients. The fact that virtually all of the 206 patients » 


surviving operation were relieved of symptoms and 
returned to a relatively normal life indicates that 
excisional therapy is the most effective method in 
aortic aneurysms. 


Aortic Aneurysm Simulating Renal Colic: Report of 
3 Cases. D. B. Scanian. J. M. Soc. New Jersey 53:589- 
591 (Dec.) 1956 [Trenton]. 


Scanlan presents the histories of 3 patients whom he 
saw in consultation after a provisional diagnosis of 
renal colic had been made. A ruptured abdominal 
aortic aneurysm was discovered in all 3. A series of 18 
patients with abdominal aortic aneurysm was reviewed 
to ascertain the important clinical features. Abdominal 
aneurysm is sometimes difficult to diagnose. It can 
simulate an acute abdominal surgical emergency. The 
urinary tract is frequently indicted as the source of 
the symptoms. A flat plate of the abdomen or an x-ray 


study of the abdominal viscera are the most important 
aids in arriving at a correct diagnosis. Abdominal 
aortic aneurysm is usually due to arteriosclerosis, 
while thoracic aneurysm is usually the result of syphi- 
lis. Therapy consists of excision of the aneurysm and 
suturing of the defect or replacement of the aneurysm 
with a homograft or synthetic graft. 


Splenectomy in Cirrhosis of the Liver with Spleno- 
megaly and Cytopenia: A Cli thological Analysis 
of 10 Cases. W. D. Germer. Deutsche med. Wehnschr. 
81:1884-1889 (Nov. 23) 1956. (In German) [Stuttgart, 
Germany]. 


On the basis of observations on 10 patients, Germer 
describes the influence of splenectomy in advanced 
splenomegalic cirrhosis of the liver on the general 
condition and on the anemia, leukopenia, and throm- 
bocytopenia. The general condition improved~in 6 
patients and remained unchanged in 3; 1 patient died 
5 months postoperatively after a progressively down- 
hill course. There were no esophageal hemorrhages 
postoperatively. The blood picture was improved in 9 
patients, but serum proteins showed significant im- 
provement in only 2. In 1 instance they showed 
marked deterioration postoperatively. Histological 
examination of the spleens after their removal showed 
nonspecific changes (disappearance of follicles, fibrosis 
or sclerosis, marked hyperplasia of the red pulp), 
which provided no clue to the etiology of the spleno- 
megaly. 


Parasternal Dissection in Radical Mastectomies with 
a Follow-up Study. T. Tobiassen, B. Sgrensen and 
E. Hasner. Acta chir. scandinay. 111:456-464 (No. 6) 
1956 (In English) [Stockholm]. 


Fifty-five patients with carcinoma of the breast who 
were considered operable according to Haagensen 
and Stout's criteria underwent radical mastectomy 
including parasternal dissection at the Rigshospitalet 
in Copenhagen between 1950 and 1952. Twenty-eight 
of the 55 patients did not have lymph node invasion, 
14 had axillary lymp node invasion, 9 had axillary and 
parasternal lymph node invasion, and 4 had parasternal 
lymph node invasion alone. Three of the 4 patients 
with parasternal invasion alone died within 3 years 
and all died within 4 years. Only 1 of the 9 patients 
with axillary and parasternal lymph node invasion 
survived for 5 years. Results in this small series of 
patients suggest that patients with parasternal lymph 
node invasion have a particularly unfavorable prog- 
nosis. 

A second series of 376 patients with carcinoma of 
the breast underwent radical mastectomy, including 
supraclavicular and parasternal dissection, at the same 
hospital between 1950 and 1955. Two hundred twenty- 
five of the 376 patients did not have invasion of lymph 
nodes, 12 had invasion of parasternal lymph nodes 
alone, 48 had invasion of parasternal and other lymph 
nodes, and 91 had invasion of other than the para- 
sternal lymph nodes. The parasternal lymph nodes 
were particularly often invaded in patients with medi- 
al localization of the tumor. Parasternal metastases 
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were observed in patients with early lymphatic spread 
and were detected occasionally before the invasion of 
other lymph nodes. Parasternal lymph node invasion 
was not such a grave prognostic sign in this series of 
patients as in the smaller series. Five patients with 
parasternal invasion alone were followed for 3 years 
without recurrence, and only 1 of the 2 who were 
followed for 4 years had a recurrence. There was no 
operative mortality in the first series of patients under- 
going parasternal dissection, and the operative mor- 
tality was below 1% in the second series. Consequently, 
there is no reason to consider patients with invasion 
of parasternal lymph nodes as inoperable. 


The Case for Hemigastrectomy and Vagotomy in 
Surgical Treatment of Duodenal Ulcer. E. D. Grady. 
Am. Surgeon 22:1052-1057 (Nov.) 1956 [Baltimore]. 


The author and his associates at the Veterans Ad- 
ministration hospital, Atlanta, Ga., began in 1951 to 
combine hemigastrectomy with vagotomy for the treat- 
ment of duodenal ulcer. A number of advantages 
became apparent in the course of 180 operations. The 
operation is technically easier to do than a subtotal 
gastrectomy. No marginal ulcers have developed to 
date. The small stomach ulcer syndrome is less fre- 
quent. The incidence of the dumping syndrome is 
about the same, but nutritional problems are less 
frequent. In 778 cases reported by a number of sur- 
geons, only 1 recurrent ulcer was found, and in this 
patient an intact right vagus nerve was found at the 
2nd operation. 

The protection against hyperacidity produced by 
this combination of hemigastrectomy with vagotomy 
seems greater than that produced by a 75% gastrec- 
tomy. Postoperative nutrition has not been a problem 
in hemigastrectomy and vagotomy. Although dumping 
occurs occasionally, it is less severe after hemigas- 
trectomy and vagotomy than after a more radical 
gastrectomy. The other symptoms of a small stomach 
(inability to eat a full-sized meal, postprandial fulness, 
nausea, and vomiting) are much less frequent after 
hemigastrectomy and vagotomy than after a more 
radical operation. 


Experiences with Gastropexy as Sole Surgical Inter- 
vention in Patients with Hiatus Hernia. R. Nissen. 
Schweiz. med. Wchnschr. 86:1353-1359 (Dec. 1) 1956 
(In German) [Basel, Switzerland]. 


Nissen performed gastropexy as sole surgical inter- 
vention in 8 patients with hernias of the esophageal 
hiatus. Four patients, a 69-year-old man, an 82-year- 
old woman, a 62-year-old man, and a 14-year-old boy, 
had a paraesophageal hernia resulting in typical “up- 
side-down stomach,” and the 4 other patients had a 
sliding hernia with severe esophageal symptoms. In 
the 69-year-old man a relatively small intervention asso- 
ciated with little risk seemed desirable because of the 
patient’s age, poor general condition, and incarcerated 
hernia. A small abdominal incision was made, the in- 
carcerated part was pulled out of the hernial aperture 
and the stomach was attached to the anterior abdomi- 
nal wall. The patient is alive and working 10 years 
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after the operation, without any recurrence. Similar 
highly satisfactory results were obtained in the other 
patients. 

The technique is simple, but abdominal incision and 
the mode of fixation must be modified according to 
the shape of the stomach. A stomach in oblique posi- 
tion, a “horn-shaped” stomach, requires a laterally 
pedunculated strip of fascia, cut out frorn the upper 
margin of the wound of the subcostal incision and 
sutured to the anterior stomach wall under tension. 
It is important that the stomach remain under stronger 
caudal traction while the fixation is done. Care should 
be taken to include the tight lesser curvature in the 
suture. Additional sutures should be used to unite the 
anterior stomach wall with the parietal peritoneum. 
Most of the patients have a “hook-shaped” stomach; 
the following technique is recommended for these 
patients. A left-sided paramesial incision should be 
made, the fascia traction band should not be used, and 
the anterior stomach wall, mainly along the lesser 
curvature, should be attached to the parietal peri- 
toneum with strong silk threads. The stomach should 
also be pulled down with strong caudal traction. The 
partial immobilization of the stomach does not inter- 
fere with the passage of food. Smothering pain, of 
which the patients may complain during the first days 
when walking around, disappears spontaneously 
within about 2 weeks. The patients may be discharged 
10 or 12 days after the operation. 

Gastropexy is considerably less radical than the 
abdominal or transthoracic closure of the hernial ring 
and the results are as satisfactory as those with radical 
surgery in paraesophageal hernia and superior in 
sliding hiatal hernia. 


NEUROLOGY & PSYCHIATRY 


Cerebral Vascular Insufficiency: An Explanation of 
the Transient Stroke. E. Corday, S. Rothenberg and 
S. M. Weiner. A. M. A. Arch. Int. Med. 98:683-690 
(Dec.) 1956 [Chicago]. 


Acute cerebral vascular insufficiency may be defined 
physiologically as a deficiency of cerebral arterial 
blood flow resulting from an inadequate systemic 
arterial blood pressure or impairment of the cardiac 
output. The deficit in cerebral blood flow may involve 
the whole brain, or it may be localized. When it is 
generalized, symptoms of syncope and generalized 
grand mal seizures may occur. It has not been clearly 
recognized that focal cerebral manifestations, such as 


_ hemiplegia, hemisensory disturbances, and Jacksonian 


seizures, are not uncommonly the result of localized 
cerebral vascular insufficiency. In the past, such dis- 
orders when permanent have been attributed to cere- 
bral hemorrhage, thrombosis, or embolism. When focal 
cerebral signs have been transient, they have usually 
been considered a result of localized cerebral vascular 
spasm, 

Many of these clinical phenomena are explainable 
on the basis of a different mechanism, generalized or 
localized cerebral vascular insufficiency. This concept 
is offered as an explanation for a variety of hitherto 
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vaguely understood clinical cerebral phenomena. They 
are characterized by focal (or general) cerebral dis- 
turbances when a state of systemic hypotension occurs 
in persons in whom cerebral arteries are narrowed or 
occluded. As a result of anatomic and physiological 
considerations and experimental investigation, it is 
believed that under conditions of systemic hypotension 
or reduced cardiac output the collateral circulation of 
the brain fails to supply the requirements of cerebral 
tissue whose arterial flow has been previously compro- 
mised. If the systemic blood pressure is promptly 
raised to a normal level, the collateral circulation 
again becomes adequate, and the cerebral signs and 
symptoms quickly disappear. If the hypotensive state 
is allowed to persist, permanent cerebral damage will 
result. From a clinical standpoint, it is important to 
recognize the state of cerebral vascular insufficiency 
because it can be rapidly abolished by restoring sys- 
temic blood pressure to normal, while failure to do so 
promptly will result in serious and permanent cerebral 
injury. In considering the differential diagnosis of cere- 
bral vascular accidents, the clinician must add cerebral 
vascular insufficiency to cerebral vascular hemorrhage, 
cerebral vascular thrombosis, cerebral embolus, and 
cerebral vascular spasm. 


The Possible Role of Vascular Changes in the Aetiol- 
ogy of Bell’s Palsy. M. J. Blunt. J]. Laryng. & Otol. 70: 
701-713 (Dec.) 1956 [London]. 


The etiology of Bell's palsy is discussed with partic- 
ular regard to the possibility of vascular changes 
affecting the facial nerve. The available evidence from 
anatomic, experimental, pathological, and_ clinical 
sources accords best with the concept of a tumescence 
of the facial nerve resulting from primary vascular 
spasm, this swelling, in turn, being followed by com- 
pression ischemia, resulting in facial paralysis. Alterna- 
tive hypotheses are also considered but are discounted. 


Hearing and Speech in Infantile Hemiplegia Before 
and After Left Hemispherectomy. R. Goldstein, A. C. 
Goodman and R. B. King. Neurology 6:869-875 (Dec.) 
1956 [Minneapolis]. 


Auditory tests were performed on 4 patients with 
right infantile hemiplegia before and after removal 
of the abnormal left cerebral hemisphere. The ages 
of the patients at the time of the hemispherectomy 
were 12%, 30, 35, and 37 years. Recording of the 
speech of 1 patient was made preoperatively and of 
all 4 patients postoperatively. 

Preoperative testing showed normal thresholds in 
both ears for pure tones and for speech. By contrast, 
the ability to identify relatively difficult words pre- 
sented at intensities above threshold was not normal. 
About 45% of the words presented to the ear contra- 
lateral to the abnormal hemisphere were identified 
incorrectly, as compared to an incorrect identification 
of only about 20% of the words presented to the left 
ear. The audiometric records made after hemispherec- 
tomy did not differ significantly from the preoperative 
records. The patient's speech, while somewhat lacking 
in proper control of loudness or tempo, gave no evi- 
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dence of aphasia. Vocabulary and language were com- 
mensurate with intellectual capacity and level of edu- 
cation. Speech was not affected adversely by the 
surgery. 

The results of the auditory tests on these patients 
confirm quantitatively the qualitative observations 
made previously in other similar cases. The observa- 
tions on the speech of the 4 patients confirm most 
observations previously reported. If there is damage 
to the dominant cerebral hemisphere at a very early 
age, the other hemisphere will assume control of the 
functions of speech and language. 

P lography in Tuberculous Meningitis. 
E. L. Foltz a T. F. Sheehy Jr. Am. Rev. Tuberc. 
74:835-855 (Dec.) 1956 [New York]. 


Twenty adults and 25 children with tuberculous 
meningitis were admitted to the Firland Sanatorium 
in Seattle and were subjected to a flexible program in 
an effort to improve the treatment of tuberculous men- 
ingitis by early diagnosis and treatment of cerebral 
complications, particularly of communicating hydro- 
cephalus. Each of the 45 patients was considered for 
pneumoencephalography only after the diagnosis of 
tuberculous meningitis was established by the history, 
neurological examination, and the findings in the cere- 
brospinal fluid. Ultimately, tubercle bacilli were cul- 
tured from the cerebrospinal fluid of all the patients. 
Chemotherapy, consisting of the administration of 
streptomycin and _ isoniazid-aminosalicylic acid, was 
started immediately in every patient. Pneumoenceph- 
alography was performed with the aid of thiopental 
(Pentothal) sodium anesthesia 1 to 3 weeks after ad- 
mission, provided that the neurological evaluation 
indicated no significant mass lesion in the posterior 
fossa. Serial follow-up pneumoencephalographic 
studies were done at subsequent intervals of 2 to 6 
months in those patients in whom pneumoencephalo- 
graphic abnormalities were believed to be progressive 
in nature or when such studies were indicated by 
clinical deterioration or change. The duration of 
follow-up varied from 7 months to 5 years. 

One of the 20 adults showed progressing communi- 
cating hydrocephalus, and the findings in the other 
patients were probably consistent with the usual 
pneumoencephalographic findings in any group of 
similar age and socioeconomic status. The paouenane 
cephalographic recordings of 17 (68%) of the 25 chil- 
dren revealed communicating hydrocephalus, classi- 
fied as advanced in 7, moderate in 8, and minimal in 
2. Only 2 of the 17 patients with hydrocephalus 
showed spontaneous arrest on serial pneumoenceph- 
alographic recordings. Hydrocephalus was progressive 
in 15, and the patients required surgical treatment. 
A hydrocephalic syndrome was not clearly recognizable 
in the clinical signs and symptoms of the 17 children 
in whom a communicating hydrocephalus developed, 
although variable brain-stem deficits and evidence of 
increased intracranial pressure were always present. 
Clinical prediction of early hydrocephalus was, there- 
fore, difficult and inaccurate. Eight of the 45 patients 
died, and all of them were children. All deaths oc- 
curred in children with advanced or moderate hydro- 
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cephalus, indicating again the seriousness of this 
complication and the importance of its early recogni- 
tion. The average time interval between onset of men- 
ingitis and institution of therapy was 16 days in the 
children with advanced or moderate hydrocephalus 
and in the children who did not have hydrocephalus. 
This interval was 14 days in the adult patients. Treat- 
ment delay within the 16-day-interval would seem to 
have little effect on the development of the hydroceph- 
alus. The occurrence of delayed hydrocephalus was 
shown by serial pneumoencephalography in 5 patients; 
it occurred from 1 to 3% years after the cerebrospinal 
fluid had been restored to normal and had remained 
normal. Pneumoencephalography used early in pa- 
tients with tuberculous meningitis and serially there- 
after did not produce any complications in activating 
the tuberculous process. 

The advantages of such early initial and serial use 
of pneumoencephalography are early diagnosis of the 
communicating hydrocephalus; determination of the 
progressive nature of the hydrocephalus; serial control 
on the effectiveness of treatment of hydrocephalus; 
prognostic value when hydrocephalus has been absent; 
and recognition of delayed changes producing com- 
municating or obstructive hydrocephalus 1 to 3 years 
after the onset of meningitis and associated with nor- 
mal cerebrospinal fluid findings. 


The Ataractic Drugs: The Present Position of Chlor- 
promazine, Frenquel, Pacatal, and Reserpine in the 
Psychiatric Hospital. H. A. Bowes. Am. J. Psychiat. 
113:530-539 (Dec.) 1956 [Baltimore]. 


In a veterans psychiatric unit of 550 beds with a 
high rate of admissions and discharges, chlorproma- 
zine and reserpine have been intensively studied dur- 
ing the past 2 years. Since June, 1955, Frenquel was 
given to 130 patients and Pacatal to 250 in order to 
clarify the indications for these ataraxics in the treat- 
ment of acute and chronic psychoses. Frenquel ap- 
pears to have antihallucinatory and physically tonic 
effects in a small minority of regressed schizophrenics 
but seems to be of no value in the treatment of acute 
psychoses. Reserpine has also failed to fulfill earlier 
expectations. it is now reserved for the tranquillization 
of patients with arteriosclerosis and as an adjuvant in 
the psychotherapy of some withdrawn schizophrenics. 

Pacatal, a phenothiazine derivitive recently devel- 
oped in Europe, and chlorpromazine are interchange- 
able and synergistic. Pacatal is almost twice as strong 
a tranquillizer but a weaker hypnotic. Unlike chlor- 
promazine, a sympatholytic and depressant, Pacatal is 
mildly euphoriant and strongly parasympatholytic. 


Both are indicated in the symptomatic relief of psycho- - 


motor excitation, aggression, destructiveness, restless- 
ness, and tension in acute and chronic psychoses. A 
combination of both, in which their mutually antago- 
nistic autonomic effects reduce the incidence of com- 
plications and abolish the Parkinsonian syndrome, is 
vielding promising results. The ataraxic drugs have 
reduced the need for electroconvulsive therapy and 
lobotomy without replacing these methods completely. 
The seclusion of disturbed patients has been reduced 
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to one-tenth. Since July, 1955, insulin coma therapy 
has been replaced by group psychotherapy with ata- 
raxics used as adjuvants. Over twice the number of 
patients can be treated, with better results. Discharges 
during 1955 outnumbered admissions; the hospital 
atmosphere is calmer, and there is increased confi- 
dence and optimism. Ataraxics alone merely modify 
symptoms, but in conjunction with psychotherapy they 
open up wide vistas of therapeutic promise. 


Treatment of Cerebral Concussion Under Guidance 
of Evipan Test. E. Akerlund. Nord. med. 56:1617-1619 
(Nov. 8) 1956 (In Swedish) [Stockholm]. 


The Evipan test allows determination of changes in 
the flicker fusion values under the influence of Evipan. 
In acute head injury, treatment is guided by the out- 
come of the Evipan test, which is as a rule applied 
from 1 to 3 days after admission and repeated every 
2nd or 3rd day until it becomes negative. The time 
when the test becomes negative depends on the 
severity of the injury and decides the duration of con- 
finement to bed. In bed the patient takes the position 
he likes. He is usually fit for discharge a few days after 
being allowed up. Of 254 patients with cerebral con- 
cussion treated, patients with severe extracranial in- 
juries and those aged under 10 and over 70 not includ- 
ed, 93 were back at work within 2 weeks; 83, in from 
3 to 4 weeks; and 51, in from 5 to 8 weeks; all but 2 of 
the remaining 27 were eventually able to resume their 
normal work. The improved results of treatment of 
acute head injury, with quicker return to work, depend 
to a certain extent on the fact that the period of rest 
in bed is shorter and adapted to the degree of injury 
and that more energetic physical exercise during con- 
valescence is encouraged. The early recognition and 
treatment of the smaller group of patients who tend to 
neurotic manifestations is thought to be of special 
importance. 


Therapeutic Results in Mental Hospitals with a Mini- 
mum of Professional Personnel. L. H. Bartemeier. Am. 
J. Psychiat. 113:515-518 (Dec.) 1956 [Baltimore]. 


Some patients in mental hospitals improve sufficient- 
ly to return to their families and their occupations with- 
out having received any medication or psychiatric treat- 
ment. Such illnesses as reactive depressions, toxic con- 
fusional states, and the acute reactions induced by the 
withdrawal of alcohol and certain drugs are known 
to be self-limited; however, recovery without psychiat- 
ric treatment from such illnesses as severe and pro- 
longed anxiety, exacerbations of schizophrenic 
illnesses, addiction to Demerol, and the involutional 
depression is unexpected and unusual. It cannot be 
regarded as spontaneous, because it occurs during the 
period of hospitalization and is always attributed to 
the hospital by the patients and their families. Many 
psychiatrists can recall isolated instances of recovery 
in hospitals of patients who had not received any 
treatment. The author describes transitory recoveries 
of patients in 2 different mental hospitals. They were 
achieved apparently without benefit of psychiatric 
treatment but were clearly dependent upon psychiat- 
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ric hospitalization. Such improvements may take place 
in the most unattractive and uncomfortable surround- 
ings or in the best-equipped and most modern hospital. 
There is no definite information about the number of 
patients who are benefited principally by having been 
hospitalized nor about how frequently the influence of 
another patient, or a group of patients, or nurse, or 
psychiatric aide, or adequate custodial care, has 
effected favorable modifications of mental illness. The 
author stresses the need for evaluating psvchotherapy 
and studying the total recovery process. 


GYNECOLOGY & OBSTETRICS 


The Role of Retained Placental Fragments in Immedi- 
ate and Delayed Postpartum Hemorrhage. W. M. Les- 
ter, R. A. Bartholomew, E. D. Colvin and others. Am. 
J. Obst. & Gynec. 72:1214-1226 (Dec.) 1956 [St. Louis]. 


A statisical study was undertaken to obtain more 
information about the role of retained placental frag- 
ment in postpartum hemorrhage. There were 85 wom- 
en with retained placental fragments among 9,732 
women delivered, or 1 in 114, but only 40 of the 85 
had abnormal bleeding (1 in 243). Retained placental 
fragments play a minor but important role in immedi- 
ate and early puerperal hemorrhage, accounting for 
only 25 of 575 postpartum hemorrhages or 4.5% in this 
series of cases. In contrast they play a major role in the 
causation of gross hemorrhage in the late puerperium, 
accounting for 44.4% in this series. Areas of abnormally 
adherent placental attachment were present in a 
large number of puerperal women with unusual bleed- 
ing, both early and late. Women with retained placen- 
tal fragments causing late puerperal hemorrhage pre- 
sented no differentiating symptoms and no diagnostic 
physical findings except on digital exploration of the 
uterus. Early exploration of the uterus and curettage 
in all patients with gross late puerperal hemorrhage 
seems advisable because of the frequent finding of 
retained placental tissue and the tendency of bleeding 
to persist in such cases until the uterus is emptied. A 
liberal attitude toward exploration of the uterus in 
the immediate puerperium is recommended. Any ab- 
normality in the third or fourth stage of labor or any 
defect of the secundines should be an indication for 
exploration. Uterine tamponade is recommended for 
control of hemorrhage in the early or late puerperium 
when it is impossible to completely remove densely 
adherent placental fragments. Hysterectomy was not 
required in this series for hemorrhage due to atony or 
retained placental tissue. 


Pregnancy in the Bicornuate Uterus. F. H. Falls. Am. 
]. Obst. & Gynec. 72:1243-1254 (Dec.) 1956 [St. Louis]. 


The author has been interested in pregnancy in the 
bicornuate uterus since 1921, when a baby died in 
utero after 2 hours of desultory labor, which con- 
tinued after its death. Good pains were stimulated by 
a Voorhees bag; the cervix was dilated, the bag was 
expelled, and yet the head did not engage. A hand 
was introduced into the uterus, and when no fetus 
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was found a septate uterus was diagnosed, the septum 
perforated, and the baby delivered by version and 
extraction. All uteri are bicornuate in the early stages 
of their development. The normal, pear-shaped hu- 
man uterus is the product of fusion of the Miullerian 
ducts. If fusion fails, a deformity results, the degree of 
which depends on the time in the life of the embryo 
when interference occurred in the process of uterine 
development. If it occurred very early in embryonic 
life the lack of fusion may result in 2 complete uteri, 
each with an associated vagina (uterus didelphys). If 
the cervices fuse but not the body, a uterus bicornis 
results. If the cervices and the bodies fuse but a 
septum remains between the right and left sides, the 
resulting anomaly is termed uterus bicornis septus. If 
the dividing septum is present in the upper part of 
the uterus only, a subseptus organ is formed. Only a 
slight notch in the fundus is characteristic of the 
arcuate type of bicornuate uterus. The more marked 
the uterine deformity, the fewer examples will be met 
clinically and the greater the difficulties one may ex- 
pect during pregnancy and parturition; also, the easier 
it is to make an early diagnosis and give early treat- 
ment. Contrariwise, the lesser degrees of deformity 
are difficult to diagnose. 

A bicornuate uterus may play a part in sterility, 
habitual abortion, premature labor, intrauterine fetal 
asphyxia, breech presentation. obliquely transverse 
position, transverse presentation, opisthotonos fetus, 
placenta previa, premature detachment of the pla- 
centa, eclamptogenic toxemia, prolapsed cord, inver- 
sion of the uterus, postpartum hemorrhage and _re- 
tained placenta. While these various complications 
should be anticipated in the woman with a bicornuate 
uterus, it should also be realized that a large per- 
centage of these women are delivered spontaneously 
and without complications. This fact has led to a 
failure to appraise the importance of the deformity in 
the management of pregnancy and labor. “Watchful 
expectancy fits this condition perfectly. The anomaly 
is one of the most important causes of perinatal mor- 
tality, and a proper appreciation of this fact will re- 
sult in significant fetal salvage. 


Afibrinogenemia. C. J. Murphy Jr., H. Picot and H. G. 
Thompson. Am. J. Obst. & Gynec. 72:1197-1206 (Dec.) 
1956 [St. Louis]. 


Severe uncontrollable hemorrhage associated with a 
failure of the blood to clot is a potentially disastrous 
complication of pregnancy. The nature of this defect 
was first described by Dieckmann in 1936, who noted 


- amarkedly reduced level of fibrinogen in patients who 


had hemorrhages following abruptio placentae. The 
authors report on 3 of the 5 patients with afibrino- 
genemia observed by them during a 12-month period. 
Acquired afibrinogenemia, hypofibrogenemia, or fibro- 
genopenia with its resultant hemorrhagic diathesis 
has been reported as occurring in (1) premature sepa- 
ration of the placenta (abruptio placentae); (2) amni- 
otic fluid infusion or embolism; (3) long-standing 
retention of a dead fetus in utero; (4) convulsive 
eclampsia; (5) postpartum hemorrhage; and (6) sur- 


é ‘ 


Vol. 163, No. 9 


gical trauma. Certain standard procedures are war- 
ranted for the proper diagnosis and management of 
this condition. As defibrination occurs and increases, 
the platelets are reduced by lytic action. Prolonged 
labor, infection, and other states will produce lysis. 
Afibrinogenemia and lower nephron nephrosis, while 
two distinct entities, appear to have at times a com- 
mon pathogenesis. 

In 2 of the 3 cases, preeclempsia existed with the 
abruptio placentae and afibrinogenemia. The kidney 
of a patient who died showed extensive epithelial 
damage in the tubules but little or no hemorrhage into 
the uterus. This substantiates the fact that hysterec- 
tomy is not indicated in such cases. Removal of the 
uterus simply shifts the site of bleeding to other areas. 
Two of these patients had transfusion reactions. One 
of them, who did not have toxemia, showed blood and 
casts in the postoperative urine. These patients ap- 
parently are more vulnerable to anaphylactoid reac- 
tions. If they are doing fairly well, with a hemoglobin 
content of 8 gm. per 100 cc., the hemoglobin level 
should be built up slowly by iron medication rather 
than by blood transfusion. A fibrinogen index should 
be obtained routinely in all cases of premature sepa- 
ration of the placenta. Afibrinogenemia may also oc- 
cur as a result of amniotic fluid emboli and in the 
presence of a dead fetus. The most useful test is the 


clot-retraction-time determination. This should be fol-: 


lowed by a quantitative test. Ten grams of fibrinogen 
should be kept in the hospital at all times. Afibrino- 
genemia should be corrected preoperatively and blood 
volume replaced with fresh blood. Usually 1 gm. of 
fibrinogen is needed for every pint of blood (averaging 
5 to 6 gm. in treatment). Some authors have been 
using apresoline because it relieves spasm of the 
afferent arterioles and does not affect hypotension 
already present. Blutene is reported as having good 
antilytic action; it stops lysis, but it is of no value in 
preventing defibrination. Patients with premature 
separation of the placenta should be promptly de- 
livered. The use of pitocin to stimulate labor in such 
instances may well be questioned because its use may 
precipitate or increase the severity of afibrinogenemia 
or lower nephron nephrosis. 


Abdominal Hysterectomy. H. Lefévre. Ugesk. leger 
118:1349-1357 (Nov. 15) 1956 (In Danish) [Copen- 
hagen]. 


From 1953 to 1956, 569 abdominal hysterectomies 
(496 total, 73 subtotal) were performed in the gyne- 
cologic department K of Bispebjerg Hospital. Subtotal 
hysterectomies constituted 14.7% of the series, but of 
the 201 hysterectomies performed in 1955, only 12, or 
6%, were subtotal. Total hysterectomy is today the 
normal method of the department. Meig’s method was 
applied in the first 340 total hysterectomies and 
Aldridge’s method in the later 156 cases. Of the 569 
patients, 2 died primarily, 1 in each group, giving a 
primary mortality of about 0.3% for the entire ma- 
terial and 0.2% for total hysterectomy. Transfusions 
were given before operation so that the hemoglobin 
level was normal during operation. Except for the 2 
fatal cases complications were met by adequate treat- 
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ment (antibiotics, antishock therapy, anticoagulation 
treatment, corrective operative treatment). Of the 496 
patients subjected to total hysterectomy, 114 had 
malignant or premalignant lesions. In 382 patients 
with benign lesions a total hysterectomy was chosen 
for prophylaxis against cancer. After subtotal hysterec- 
tomy, cancer develops in the cervical stump in from 1 
to 2% of the patients. Total hysterectomy is the only 
sure prophylaxis against the development of stump 
carcinoma. Internal dyspareunia and earlier gyne- 
cologic operations are considered an indication for 
preferring a total to a subtotal hysterectomy. Removal 
of the cervix prevents the development not only of 
stump carcinoma but of other disorders. In gyne- 
cologic interventions, allowances must be made for 
the physiological and psychological factors special for 
each patient. The importance of careful preoperative 
treatment is stressed, and particularly the importance 
of preoperative correction of existing anemia. 


Diagnosis of Ovarian Carcinoma by Vaginal Cytology. 
D. C. Figge and R. R. De Alvarez. Obst. & Gynec. 
8:655-663 (Dec.) 1956 [New York]. 


Ten patients with ovarian malignancy are reported. 
In all patients vaginal cytology was performed before 
the clinical diagnosis was established. Two smears 
were obtained on all patients, one from the vaginal 
pool and one from the squamocolumnar junction. 
Every smear contained small atypical glandular cells, 
characteristically scattered throughout the smears. 
None of the other diagnostic atypia was present in the 
smears. Most of the smears contained elongated 
tapered cells, which were not definitely malignant but 
which were so frequent as to arouse suspicion of 
ovarian malignancy. Four of the patients with gran- 
ulosa-cell carcinoma presented a picture of hyper- 
plasia of the endometrium in the vaginal smear. Three 
of the 10 patients demonstrated either surgical or clin- 
ical ascites. Smears were taken of the ascitic fluid, 
which showed atypical formations of such degree as 
to support a diagnosis of malignancy. Malignant vagi- 
nal smears without demonstrable malignancy of the 
vagina justify an investigating diagnosis of genital or 
abdominal carcinoma. False-positive smears are very 
uncommon. Positive vaginal smears screened by com- 
petent cytologists may offer a potential aid in the 
early diagnosis of ovarian malignancy. Serial vaginal 
smears from patients suspected of genital malig- 
nancies are more effective than the single smear. It is 
a matter of conjecture whether the atypical cells are 
transported to the vaginal cavity by transtubal route 
or by metastatic spread to the endometrium. 


Diagnosis of Uterine-Tube Carcinoma by Vaginal 
Cytology. J. I. Brewer and A. M. Guderian. Obst. & 
Gynec. 8:664-672 (Dec.) 1956 [New York]. 


Positive and atypical vaginal smears were found in 
3 patients with tubal carcinoma. These patients had 
a history of abnormal bleeding, 2 in the menopausal 
period and 1 in the climacteric one. Curettage and 
biopsy of the cervix failed to demonstrate carcinoma 
of the uterus. Positive smears persisted. Complete 
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medical investigation and, sometimes, abdominal ex- 
ploration are indicated, if the former procedures fail 
to locate the uterine malignancy or if the neoplasm 
is located beyond the uterus in the tube, ovary, or 
peritoneum. Procedure of choice is culdoscopy and 
uterosalpingography, which may supply all the in- 
formation that can be obtained by abdominal explora- 
tion. The routine employment of vaginal smears is a 
remarkable advance in the early diagnosis of primary 
or metastatic ovarian and tubal carcinoma. 


DERMATOLOGY 


An Appraisal of Hyalinosis Cutis et Mucosae. C. W. 
Laymon and E. M. Hill. A. M. A. Arch. Dermat. 
75:55-65 (Jan.) 1957 [Chicago]. 


The authors describe a case of hyalinosis cutis et 
mucosae in a 57-year-old woman. This rare disease is 
characterized clinically by a polymorphous eruption 
of yellow papules, hyperkeratotic plaques, crusts, 
ulcers, and atrophic scars occurring especially on the 
face, elbows, and knees. The mucosal lesions consist 
of yellowish-white infiltrations involving the mouth, 
pharynx, and larynx, giving rise to rigidity of the 
tongue, dysphagia, hoarseness, and sometimes severe 
dyspnea. Microscopic examination shows that the 
cutis is permeated by an amorphous, structureless sub- 
stance, which may be seen in the small vessels as 
mantles around them and throughout the tissues. The 
chemical composition of this substance is a combina- 
tion of lipoid and protein. Dyslipoidemia and dyspro- 
teinemia are terms used to denote a quantitative dis- 
proportion between the different types of lipoids and 
proteins in the serum. Dyslipoidemia was revealed in 
the patient’s serum by an absolute increase in both 
the total lipoids and the phospholipids. Reports col- 
lected from the literature revealed the presence of 
dyslipoidemia and/or dysproteinemia in some cases. 

Hyalinosis cutis et mucosae may be regarded as a 
genodermatosis that is familial and may be related to 
consanguinity. A congenital irritability or fragility of 
the terminal vessels, with transudation of lipoids and 
proteins into the tissues, is an acceptable hypothesis 
for the explanation of the composite picture of hyalin- 
osis cutis et mucosae. It does not explain the patho- 
genesis or the underlying reasons why the altered 
blood vessels permit such a selective transudation. 


Dermatchistopathology of Various Types of Sclero- 
derma. P. A. O'Leary, H. Montgomery and W. E. Rags- 
dale Jr. A. M. A. Arch. Dermat. 75:78-87 (Jan.) 1957 
[Chicago]. 


The authors report dermatchistopathological find- 
ings in more than 200 patients with generalized and 
localized forms of scleroderma. Increase in the thick- 
ness of the cutis and fibrosis of the subcutaneous 
tissues occurred to a greater extent in the presence of 
diffuse generalized scleroderma than in localized forms 
of scleroderma. On the other hand, thinning of the 
cutis and atrophy of the collagen was more prominent 
in acrosclerosis. There tended to be a grenz, or border, 
zone between the epidermis and elastic tissue in the 
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cutis, together with an increase in fine elastic-tissue 
fibers, in acrosclerosis, Obliterative changes in the 
vessels were minimal in morphea and greatest in dif- 
fuse scleroderma. A perivascular infiltrate, which was 
a prominent feature in morphea, was absent occa- 
sionally in other forms of scleroderma and especially 
in acrosclerosis. Epidermal changes seemed to be of 
minor importance. A relative and absolute hyperkera- 
tosis predominated in acrosclerosis, whereas epidermal 
changes usually were minimal in morphea. An increase 
in melanin pigmentation took place in the basal layer 
in all forms of scleroderma; there was also an increase 
in the melanophages in the cutis. Morphea showed 
the least increase in pigmentation. The use of modi- 
fied McManus stain and also that of the periodic acid- 
Schiff reaction (PAS) failed to reveal any appreciable 
increase in mucopolysaccharides or ground substances 
in any of the forms of scleroderma. Biopsy specimens 
of muscles from patients with scleroderma showed 
obliterative changes in the interseptal vessels and 
secondary homogenization and atrophy of the muscle 
bundles, with loss of cross striations. 

Distinction between different forms of scleroderma 
is important, if only in regard to prognosis. There are 
dermatohistopathological differences between the vari- 
ous forms, but these are not diagnostic. 


OTOLARYNGOLOGY 


The Prolonged Administration of Streptomycin Hydro- 
sulfate: The Effect on Hearing. I. S. Witchell. A. M. A. 
Arch. Otolaryng. 64:514-519 (Dec.) 1956 [Chicago]. 


One hundred two patients between the ages of 13 
and 69 years with pulmonary tuberculosis who had 
received streptomycin hydrosulfate for from 18 to 96 
months were tested for hearing acuity by pure-ione 
audiometry performed in a “quiet room” in an at- 
tempt to determine whether the prolonged adminis- 
tration of streptomycin might cause delayed toxic re- 
actions involving the auditory apparatus. The total 
dose of streptomycin administered varied from 160 to 
900 gm. The most frequent form of treatment con- 
sisted of the daily administration of doses of 1 gm. of 
streptomycin for the first 7 to 30 days, then 1 gm. 3 
times a week, or 1 gm. 2 times a week. Most patients 
received aminosalicylic acid and isoniazid simultane- 
ously. Twenty patients were hospitalized and 82 were 
outpatients. 

Forty-two of the 102 patients were between the 
ages of 13 and 29, and 10 (21%) of this group had 
slight to moderate hearing loss; 29 patients were be- 
tween the ages of 30 and 39, and 9 of these had hear- 
ing loss; 11 of 19 patients between the ages of 40 and 
49, 5 (62.2%) of 8 between the ages of 50 and 59, and 
all 4 between the ages of 63 and 69 had hearing loss. 
Only 2.4% of the youngest age group and 25% of the 
patients between the ages of 50 and 59 years showed 
signs of damage based on subjective complaints of 
hearing loss combined with audiometric loss. These 
findings suggest that the incidence of hearing loss 
from the prolonged use of streptomycin increases with 
the age of the patient. Streptomycin hydrosulfate can 
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be administered on an outpatient basis, but its use 
should be controlled by audiometric examination be- 
fore the administration of the drug and at 6-month 
intervals thereafter in those aged less than 30 years 
and at increasingly frequent intervals as the age of 
the patient increases. 


Influence of Prednisone on Nasal Polyposis with 
Anosmia: Preliminary Report. W. T. Hotchkiss. 
A. M. A. Arch. Otolaryng. 64:478-479 (Dec.) 1956 
[Chicago]. 


Prednisone was given to 30 patients with nasal ob- 
struction caused by massive nasal polypi. A 5-mg. tablet 
was given 3 times a day for 3 days, then 1 tablet twice 
a day for 2 days, and then one tablet for 1 day. The 
patient was reexamined on the seventh day. The re- 
sponse to the drug was dramatic in patients with 
mucoid polypi. Almost complete disappearance of the 
growths had taken place; only small nubs, the fibrous 
residuals, could be detected. The sense of smell was 
restored. This restoration of function was not influ- 
enced by the length of time during which the anosmia 
had been present but was proportional to the amount 
of shrinkage obtained. The shrinkage was negligible 
in patients with the fibrous type of polypi, or at least 
it was less pronounced than in those with mucous 
polypi, and the return of the sense of smell was less 
dramatic. Administration of 60 mg. of prednisone per 
week on a trial basis proved desirable in patients in 
whom both types of polypi were present. The 60-mg. 
weekly dose was repeated for 2 or 3 weeks in a few 
patients, but the result obtained at the end of 1 or 2 
weeks proved maximal. The mulberry masses in 2 
patients with polypoid posterior tips of the inferior 
turbinates disappeared as a result of prednisone 
therapy. 

A reversal to the original condition was noted in 
about 10 days after prednisone therapy had been dis- 
continued in patients who had obtained maximum 
shrinkage. A maintenance dose is, therefore, necessary 
for a lasting favorable effect. One 11-year-old girl 
went along satisfactorily on 2 mg. of the drug a day. 
Several adults required 5 mg. of the drug a day; this 
amount was given in divided doses. The average 
maintenance dose seems to be about 3 mg. a day, in 
1-mg. tablets. Prednisone is contraindicated in patients 
with peptic ulcer, tuberculosis, psychosis, and herpes 
simplex. 


THERAPEUTICS 


Oral Potassium Therapy. C. T. G. Flear, M. Hill and 
G. Thomas. Lancet 2:1190-1192 (Dec. 8) 1956 [Lon- 
don]. 


The need for potassium supplementation has be- 
come realized in congestive cardiac failure, hepatic 
cirrhosis, steatorrhea, and other conditions in which 
there is evidence of potassium depletion. It is usual 
to give potassium by mouth, because intravenous ad- 
ministration of large amounts of potassium is both 
difficult and dangerous where the potassiym depletion 
is neither acute nor associated with shortage of fluid 
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and where edema may be present. Various potassium 
compounds that have been tried in oral administration 
are listed. The authors gave potassium chloride in ad- 
dition to the usual therapy (including rest in bed, 
digitalis, mercurial diuretics) to 32 consecutive pa- 
tients with congestive cardiac failure. Five of these 
patients experienced no symptoms from potassium 
chloride, 15 tolerated it despite symptoms, and 12 
were completely unable to tolerate it. Two of those 
who originally were tolerant later became intolerant. 
The 14 patients unable to take potassium chloride 
were tried on other potassium compounds, and for 11 
of them a form of potassium supplementation was 
found that could be tolerated, though about half of 
these patients still had distressing symptoms. It has 
been reported that the administration of calcium car- 
bonate together with potassium chloride may obviate 
epigastric burning. The authors have not found this 
to be so; all the compounds of potassium so far tried 
by them have given rise to symptoms in some patients. 
Deficiency of potassium is sometimes associated with 
alkalosis. Where this is present ammonium chloride is 
often given as well as potassium. The ammonium 
chloride solution often gives rise to nausea or vomit- 
ing. 
It would be helpful if it were possible to give at 
least some of the extra potassium by more natural 
means. With this in mind the authors analyzed various 
drinks for their sodium, potassium, and chloride con- 
centration. The results are listed in a table, and show 
that the pure fruit juices contain the most potassium 
with least sodium. By giving up to a liter of pure 
fruit juices daily, the authors have been able thereby 
substantially to reduce the daily amounts of potassium 
given as salts. The drinks did not interfere with the 
patient's appetite, and no side-effects were observed. 


Gastroduodenal Ulcers During Treatment with Delta- 
cortisone. C. Debray, J. P. Hardouis, R. Laumonier, 
M. Cerf and E. Martin. Semaine hdp. Paris 32:3616- 
3626 (Nov. 22) 1956 (In French) [Paris]. 


Gastroduodenal ulcers developed in 5 patients re- 
ceiving deltacortisone (prednisone). Two were being 
treated for jaundice, 2 for polyarthritic pain, and 1 
for asthma. In 1 patient the manifestations of ulcer 
developed after the administration of 30 mg. of the 
drug per day for 3 days. In the 1 case that terminated 
in a fatal perforation, the drug had been given in 
doses of 30 mg. per day for 22 days and had caused 
a remarkable amelioration of symptoms of advanced 
alcoholic cirrhosis. Detailed results of the histological 
examination of materials obtained at autopsy are given 
for this case; in the others, the appearance and sub- 
sequent disappearance of the lesions were observed 
by roentgenography. It is recommended that deltacor- 
tisone not be given to patients whose histories suggest 
the possible occurrence of gastrointestinal ulcers in the 
past, that patients receiving this hormone be watched 
for gastrointestinal symptoms, that it be given when 
possible in 1-week courses with l-week rest periods 
between, and that it be given only when indispensable 
and withheld in cases of ordinary catarrhal jaundice. 
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BOOK REVIEWS 


Pediatrics. Edited by Donald Paterson, M.D., and John Fergu- 
son McCreary, M.D., Professor and Head, Department. of 
Pediatrics, University of British Columbia, Vancouver. With 36 
contributing authors. Cloth. $14. Pp. 654, with 192 illustrations. 
J. B. Lippincott Company, 227-231 S. Sixth St., Philadelphia 5: 
2083 Guy St., Montreal, Canada; Pitman Medical Publishing Co., 
Ltd., 39 Parker St., Kingsway, London, W.C.2, England, 1956. 


In the preface the editors state, “There would be 
little reason for producing a new book on pediatrics 
unless it were designed to fill an obvious need. This 
book is . . . designed primarily for the physician in 
the general practice of medicine. . . . A short section 
has been developed to aid the physician in a small 
community. . . . The book represents an attempt to 
produce a practical volume which contains the infor- 
mation necessary for the application of modern meth- 
ods to the care of children. . . .” Unfortunately, the 
editors have not been successful in reaching complete- 
ly the objectives stated in the preface. Allergies and 
seizures, two conditions commonly encountered, are 
not treated exhaustively or in a practical enough man- 
ner to be of much use to the general practitioner. The 
section on allergies takes up 13 pages, whereas the 
section on diseases of the endocrine glands, seen less 
frequently, occupies 27 pages. On the other hand, the 
sections dealing with mental retardation and behavior 
disorders and the one on immunization are well han- 
dled. The diagnostic features of the problem of jaun- 
dice and erythroblastosis are also well presented. The 
treatment of erythroblastosis by exchange transfusion 
is well covered except for the unfortunate omission of 
the technique of exchange transfusion. Here the 
reader is given a reference to the literature. The 
section dealing with electrolyte balance likewise de- 
scribes logically and fully the general principles that 
are applicable, but the normal values for the electro- 
lyte content of the body fluids are not given except 
in the form of a bar graph. It is true that the appendix, 
which gives many of the normal findings for labora- 
tory testing, does give these values, but this necessi- 
tates seeking the information in more than one place. 
In fact, the appendix, which also gives drug dosages, 
is one of the most valuable portions of this book. 

There is a two-page section on public health agen- 
cies that could be made more useful simply by supply- 
ing the names and addresses of such agencies and the 
types of services that are available. As is often the 
case in a book written by many authors (in this case 
36, besides the editors ), there is a rather uneven qual- 


These book reviews have been prepared by competent authori- 
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ity to the presentation. Some sections are treated from 
one viewpoint and others from an entirely different 
viewpoint. Some of the chapters are excellent, some 
are mediocre, and some are poor. The sections on 
hones and joints and on the eve are well illustrated, 
but other chapters suffer from a lack of adequate 
illustration. There is a great deal of overlap, and many 
subjects, such as the Rh factor, are discussed in sev- 
eral sections. In spite of these shortcomings, the book 
does contain a great deal of information. Although 
it is well printed and readable, it is in no way com- 
parable in information or usefulness to the many ex- 
cellent standard textbooks on pediatrics already avail- 


able. 


Epileptic Seizures: A Correlative Study of Historical, Diag- 
nostic, Therapeutic, Educational and Employment Aspects of 
Epilepsy. Editors: John R. Green, M.D., and Harry F. Steelman, 
M.D. Based on proceedings of joint meetings of Seventh West- 
ern Institute on Epilepsy, Western Society of Electroencepha- 
lography, and American Academy of General Practice ( Arizona 
chapter) on November 10, 11, 12, 1955, in Phoenix, Arizona. 
Cloth. $5. Pp. 165, with illustrations. Williams & Wilkins Com- 
pany, Mount Royal and Guilford Aves., Baltimore 2, 1956, 


This volume covers a wide range. Nine of the au- 
thors are not physicians, so the subject matter is a 
composite of views on both medical and social prob- 
lems. The book is dedicated to Dr. Wilder Penfield, 
whose portrait forms the frontispiece. Three of the 
chapters are by him, one being a tollow-up study of 
203 patients who were operated on. The last chapter 
is an interesting account of his visit to the Isle of 
Cos, where Hippocrates practiced. The volume is at- 
tractively bound and provides a quick review of the 
various aspects of epilepsy and its therapy. 


World Trends in Cardiology: Selected Papers from Second World 
Congress of Cardiology and Twenty-Seventh Annual Scientific 
Sessions of the American Heart Association Held in) Wash- 
ington, D. C. 1: Cardiovascular Epidemiology. Edited by Ancel 
Keys, Ph.D., and Paul D. White, M.D. Il: Cardiovascular Sur- 
gery: Panel Discussions. Edited by Helen B. Taussig, M.D., and 
Arthur S. Cain, Jr., M.D. Il: Blood Volume and Contractile 
Protein in Heart Muscle, Edited by Arthur S, Cain, Jr., M.D. 
IV: Cardiovascular Diagnosis and Therapy. Edited by Arthur 
S. Cain, Jr., M.D. V: Instrumental Methods in Cardiac Diag- 
nosis. Edited by Louis N. Katz, M.D., and Arthur S, Cain, Jr., 
M.D. Cloth. $4.75; $2; $3.50; $3.85; $3.85, Pp. 193, with 41 
illustrations; 65; 131, with 41 illustrations; 95, with 8 illustrations; 
100, with 11 illustrations. Paul B. Hoeber, Inc. (medical book 
department of Harper & Brothers), 49 E. 33rd St., New York 16, 
1956. 


Volume 1 of this series contains reports from various 
countries on the effects of diet on coronary deaths and 
makes fascinating reading. It seems we eat too much 
fat. Volume 2 brings surgeons and cardiologists up to 
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date on world attitudes toward the surgery of con- 
genital and acquired heart disease. For those who are 
conversant with the basic principles of cardiac phys- 
iology, volume 3 is highly recommended. Experts in 
the field report on such subjects as flow rates, tech- 
niques of radioactive measuring of red blood cell 
volume, and the physiology of muscle contraction. 
The building blocks of cardiac physiology are well 
laid. 

For all internists as well as cardiologists who treat 
rheumatic fever, hypertension, and coronary heart dis- 
ease, volume 4 is essential. The chapter on surgical or 
medical treatment of hypertension should not be 
missed, The salt-poor diet receives the consideration 
to which it is entitled. The superior virtues of Rau- 
wolfia and its derivatives over surgery are frankly set 
forth. In volume 5, the virtues of cardiac catheteriza- 
tion over the more spectacular angiocardiography are 
well appraised. Those who are interested in vector- 
cardiography and electrocardiography will be inter- 
ested in the chapter devoted to a study of two cases 
in which all the fine points of each system are brought 
out in detail. Ballistocardiography is amply dealt with 
in the closing chapter. The editors of these volumes 
have selected the articles wisely. The idea of publish- 
ing this report in five small volumes instead of one is 
good, as it is easy to put a small book in one’s pocket 
to read on the bus or train. 


The Guinness Book of Superlatives. Cloth. Pp. 224, with 65 
illustrations. Superlatives Inc., 270 Madison Ave., New York 
16, 1956, 


A British brewing company has compiled this un- 
usual and entertaining collection of miscellaneous 
facts, superlatives in almost every field of knowledge: 
the oldest, youngest, largest, smallest, ete. The ar- 
rangement is by subject. A good index and excellent 
illustrations add to the usefulness of the book. It seems 
a good item for pick-up reading (as in a physician’s 
waiting-room) and can be recommended as a quick- 
reference tool for any librarian’s desk. The accuracy 
of some of the medical and technical items was 
checked and showed that they are correct as well as 
up-to-date. Statistics for 1956 are included. 


Physiology of the Ocular and Cerebrospinal Fluids. By Hugh 
Davson, D.Sc. Cloth. $14. Pp. 388, with 109 illustrations. Little, 
Brown & Company, 34 Beacon St., Boston 6, 1956. 


This book was written by a physiologist who has 
worked on the aqueous humor for more than 20 years 
and on cerebrospinal fluid for 4 years. The first two 
chapters present an authoritative and competent re- 
view of the morphology of those structures that are 
important to an understanding of the physiology and 
pathophysiology of the two fluids. Chapters 3 through 
8 deal with the composition of the fluids; their forma- 
tion, circulation, and absorption; the blood-aqueous, 
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blood-vitreous. blood-cerebrospinal fluid, and blood- 
brain barriers; significant isotope studies; and changes 
in the physiology of the fluids resulting from disease 
and other causes, such as age. The last chapter con- 
tains a discussion of fluid-pressure relationships, in- 
cluding alterations due to drugs and disease. Each 
chapter is followed by a comprehensive and yet selec- 
tive reference list, which emphasizes the thoroughness 
and competence with which the author has reviewed 
the pertinent literature. His criticisms are frank, fair, 
and sometimes challengingly suggestive of new ex- 
perimental approaches. The book brings our knowl- 
edge of the physiology of aqueous humor and cere- 
brospinal fluid up to date and is recommended to 
physiologists, ophthalmologists, neurologists, and 
neurosurgeons, as well as to physicians and biologists 
particularly interested in the physiology and patho- 
physiology of other body fluids. 


Practitioners’ Conferences Held at the New York Hospital- 
Cornell Medical Center. Volume 5. Edited by Claude E. Fork- 
ner, M.D., F.A.C.P., Professor of Clinical Medicine, Cornell 
University Medical College, New York. Cloth. $6.75. Pp. 396, 
with illustrations. Appleton-Century-Crofts, Inc., 35 W. 32nd 
St., New York 1, 1957. 


This volume deals with 14 topics, each discussed by 
a different panel of specialists. The discussions were 
transcribed verbatim and edited to bring them up to 
date. The dialogue style of writing, along with the 
differences of opinion expressed, result in a pleasant 
learning experience that is the closest approach to the 
bedside type of teaching available to physicians dis- 
tant from a major medical center. The discussions are 
not of the rare conditions that the practicing physician 
seldom sees but include such practical problems as 
sinusitis, essential hypertension, factors concerned 
with abnormal coagulation and thrombosis, electro- 
lytic balance in relation to surgery, and acute medical 
emergencies. At the end of each chapter there is a 
summary, following which there is a list of applicable 
references. 

The discussion of pitfalls in laboratory diagnosis de- 
serves special mention. This conference demonstrates 
that no laboratory test is pathognomonic of any dis- 
ease, and specific examples are given to show that 
these tests not only are fallible but can be extremely 
variable. Electrocardiography and radiography, while 
the latter is primarily physical diag»osis and not es- 
sentially a laboratory procedure, are included in the 
discussion directed to show that laboratory f&ocedures 
should not be expected to provide clinical diagnosis 
but rather to concur with clinical impressions derived 
from a carefully taken history and the physical ex- 
amination and, where these two basic clinical tech- 
niques are not sufficient, to prove beyond doubt the 
specific diagnosis entertained. The entire book con- 
tinues the high quality of the four preceding volumes 
and should be helpful to all physicians and students. 
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QUERIES AND MINOR NOTES 


THROMBOSIS OF VARICOSE VEINS 


To tHe Eprror:—A patient with marked varicose veins 
has a blood column that is more or less static. Peri- 
odically one area painlessly clots and hardens spon- 
taneously. Is this any different from the effect of 
injection therapy of varicose veins, which causes the 
same clotting? Should he have therapy with anti- 
coagulants, along with bed rest, when he has had 
a spontaneous therapeutic result? Is there any dan- 
ger of a clot causing a pulmonary embolus after a 
varicose vein injection? | 
Philip K. Kaufman, M.D., Long Island City, N. Y. 


ANSwER.—Spontaneous thromboses frequently occur 
in varicose veins manifesting valvular incompetence. 
They require neither bed rest nor anticoagulant thera- 
py, but heat and elastic support will relieve the acute 
discomfort. This thrombus differs only in the degree of 
periphlebitic reaction from the one produced by a 
sclerosing injection. Some of the spontaneous thrombi 
are bland and painless, but some are surrounded by 
a red-hot exudate, depending on the presence of latent 
infection in the perivenous lymphatics. All superficial 
thrombi may produce embolism in approximately 2 
patients of 1,000, but only if the clot extends through 
an incompetent perforator vein or through the sapheno- 
femoral junction into the deep venous system. Multiple 
ligation and stripping, with special attention to in- 
competent perforator valves, is preferable to sclerosing 
injections. The prevailing high venous pressure, in- 
creased by walking, straining, or coughing, will re- 
canalize most thrombi, whether spontaneous or in- 
duced, unless ligations are undertaken at appropriate 
levels. 


SCIATIC PAIN AFTER AUTO ACCIDENT 


To tHE Eprror:—A patient injured over a year ago in 
an automobile accident has since been troubled with 
her left sciatic nerve. Will treatment with the faradic 
current help? If the nerve is inflamed or degenerat- 
ing, how much difference in the contractions will 
there be between the normal and the diseased nerve? 
Is there any way to tell with faradic current how 
much inflammation or atrophy of nerve has taken 


place? M.D., lowa. 


This inquiry was referred to two consultants, whose 
respective replies follow.—Eb. 


ANSWER.—Sciatic pain that follows an automobile 
accident more commonly results from injury to the 
fourth or fifth lumbar or first sacral nerve roots than 


The answers here published have been prepared by competent 
authorities. They do not, however, represent the opinions of any 
medical or other organization unless specifically so stated in the 
reply. Anonymous communications and queries on postal cards 
cannot be answered. Every letter must contain the writer’s name 
and address, but these will be omitted on request. 


it does from direct trauma to the sciatic nerve. If one 
or more nerve roots are compressed by a protruded 
intervertebral disk and the pain is sufficiently severe 
and persistent, in spite of conservative treatment, sur- 
gical decompression of the.root is the treatment of 
choice. The response to stimulation of the sciatic nerve 
with faradic current varies according to the degree of 
injury. Mild sciatic neuritis secondary to direct injury 
may produce pain or paresthesia or both, while all 
motor fibers remain intact. In such a case maximal 
stimulation with faradic current will result in maximal 
contraction of the muscles supplied by the sciatic 
nerve. If the motor fibers are injured to such a degree 
that they do not conduct the nerve impulse, there will 
be no response to faradic stimulation. However, the 
paralyzed muscles will respond to direct stimulation 
with galvanic current, but the contraction will be slow 
and “worm-like.” With the aid of faradic and galvanic 
currents it may be possible to decide whether the 
motor fibers are damaged, but clinical neurological 
examination and electromyography usually are of 
greater value in estimation of the degree of damage. 
It is doubtful that faradic stimulation can be of any 
significant therapeutic value in the case under discus- 
sion. However, when degeneration of motor fibers has 
taken place, galvanic stimulation of the paralyzed 
muscles tends to keep the fibers in good condition until 
regeneration occurs. 


ANSwER.—Faradic currents are capable of bringing 
about the contraction of muscles whose nerve supply 
is intact and functioning. Faradic currents will not 
cause the contraction of denervated muscle fibers. As- 
suming that there is an organic lesion of the sciatic 
nerve in this case, it is doubtful that faradic currents 
will be effective in relieving any inflammatory process 
of the nerve, or in hastening the regeneration of its 
fibers, if degeneration is present. It is impossible to 
state how much contraction in a muscle group of the 
normal leg would differ from the amount of contraction 
in a similar muscle group of the affected leg, when 
faradic currents are applied. If the nerve supply to the 
muscle group on the affected side is sufficiently inter- 
rupted, no muscle contraction will be noted. If certain 
of the muscle fibers do have their nerve supply intact 
and functioning, a contraction of these fibers may be 
noted. The degree of difference is impossible to state 
and difficult to measure with any degree of accuracy 
when faradic currents are used. For an assessment of 
the degree of nerve degeneration and/or regeneration, 
galvanic direct current should be used to determine 
such things as the strength duration curve, chronaxy, 
and response to repetitive stimuli. This method will 
give some reliable information on the degree of degen- 
eration or regeneration of the nerve. The use of faradic 
currents cannot provide any such useful data. A source 
reference on the use of electrodiagnostic procedures in 
nerve degeneration is Pollock Golseth, and Arieff 
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(Surg. Gynec. & Obst. 79:133, 1944). The use of elec- 
tromyography might also be a helpful diagnostic pro- 
cedure in this case, Of course, if there is only involve- 
ment of the sensory fibers of the nerve and not of the 
motor fibers, the above procedures, which depend 
upon the response of the nerve and muscle to direct 
current, do not provide information about sensory 
nerve activity. In any event, a careful neurological 
examination to determine the patient’s response to 
pain, temperature differences, light touch, vibration, 
and position sense should of course be carried out. 


ALLERGIC REACTION TO MEPROBAMATE 


To THE Eprror:—A 60-year-old white man, who had 
been in good health all his life, was started on treat- 
ment with meprobamate because of recent nervous- 
ness. About one hour after an initial dose of 400 mg., 
he noted numbness and tingling in his hands. He 
later went to sleep sitting in a chair but was awak- 
ened soon afterward by a severe shaking chill. When 
he was seen 15 minutes later, the chill was still pres- 
ent. His face was pallid, and there was a cyanosis of 
the nail beds. Temperature, heart, lungs, and blood 
pressure were normal. The following day the skin of 
the entire body was markedly erythematous, having 
the appearance of skin severely burned by the sun. 
There was only slight cyanosis of the nail beds, but 
the hands were swollen. Temperature at this time 
was 100.2 F (39 C). There were no other abnormali- 
ties. In 24 hours the erythema was less severe, but 
swelling persisted in both hands, with numbness and 
tingling. There was no cyanosis of the nail beds, but 
the patient believed his legs were somewhat swollen. 
Temperature at this time was normal. There was a 
aller circumscribed eruption of 3 sq.cm. on each 
wrist. Could this have been an allergic type of re- 
action to meprobamate even though there had been 
no prior sensitization to the drug? Several years be- 
fore, this patient had serum sickness after adminis- 
stration of tetanus antitoxin. M.D.. Ohio. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Ep. 


Answer.—Meprobamate is chemically related to 
mephenesin, the muscle relaxant. The known side- 
effects of meprobamate are drowsiness and urticaria. 
Urticaria may or may not be accompanied by fever, 
nausea, and vomiting. In larger doses (over 2,400 mg. 
in 24 hours) meprobamate may potentiate alcohol, 
barbiturates, and antihistamines, and then the patient 
may exhibit manifestations of alcoholic intoxication, 
including euphoria, dysarthric speech, generalized in- 
coordination, mental sluggishness, and marked seda- 
tion. Except for the drowsiness, all the manifestations 
described in the query appear to result from a sudden 
hematogenous dissemination of multiple small emboli, 
blocking various smaller arterioles. These same mani- 
festations are seen after transfusions of incompatible 
or unfiltered blood. Whether the sudden coincidental 
appearance of these emboli was due to a breakdown 
of larger blood clots or to the ingestion of 400 mg. of 
meprobamate is hard to determine. The patient could 
be retested by giving him 400 mg. of meprobamate in 
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a capsule and observing him for reappearance of the 
same manifestations. Urticaria being an allergic mani- 
festation, the patient’s history of serum sickness and 
the possibility that at some time he had used mephene- 
sin or other drugs related to meprobamate would 
warrant a controlled recheck under supervision of a 
physician. The patient should be made aware of the 
source of the reaction in case he is offered treatment 
with the same or some related drug at some future 
date. At present more than 9 million patients use 
ataraxic drugs, and no report similar to the above has 
been found in the literature. 


Answer.—It is likely that the reaction to meproba- 
mate was of an allergic nature, although it is not to 
be expected that a compound of such simple aliphatic 
structure, without either ring structures or unsaturated 
linkages, will induce hypersensitization as often as 
more complex compounds. Allergic reactions were ex- 
perienced by three of Selling’s 187 patients (J. A. M. A. 
157:1594 [April 30] 1955) and by none of Borrus’ 104 
patients (J. A. M. A. 157:1596 [April 30] 1955). In the 
Conference on Meprobamate, held at the New York 
Academy of Sciences on Oct. 18 and 19, 1956, Neviaser 
and Eisenberg reported one asthmatic attack due to 
meprobamate and one peculiar dependent edema, the 
latter later associated with two widely spaced _re- 
administrations of the drug. Friedman and Marmelzat 
(J. A. M. A. 162:628 [Oct. 13] 1956) reported three 
cases of paradoxical excitement, one case of intestinal 
hyperperistalsis with rice-water stools, one case of 
palsy of the extraocular muscles with diplopia, and 
five cases of skin lesions that were extremely pruritic 
and chiefly but not solely purpuric in nature, with a 
predilection for the pelvic girdle area, the genitalia, 
and the groins. 

Meprobamate is too new a drug for the full picture 
of its hypersensitivity and toxicity in man to have been 
developed, but several unsuccessful attempts at suicide 
with large amounts indicate that the drug will prob- 
ably prove to have a high therapeutic index. A patient 
reported by Greenberg and associates, at the confer- 
ence referred to above, ingested 22.5 gm. of meproba- 
mate and experienced only excessive drowsiness for 
a few hours; it was not known, however, how much 
of the drug had been lost in the very moderate vomit- . 
ing that had occurred shortly after the attempt at sui- 
cide. In the three cases of poisoning from overdosage 
reported by Shane and Hirsch (Canad. M. A. J. 74:908, 
1956), the main features were coma, striking muscle 
relaxation with loss of reflexes, a severe fall of blood 
pressure in two of the patients, and quick recovery 
without sequelae. Individuals are said to have taken 
up to 4 gm. daily for 6 months and 1 to 2 gm. daily 
for more than 12 months without evidence of toxic 
reactions, 

No blood dyscrasias or indications of damage to liver 
or kidneys have been reported, to this consultant's 
knowledge. Gastric discomfort is complained of occa- 
sionally but usually seems to be inconsequential. A 
good many patients do complain of drowsiness, how- 
ever, especially in the beginning; this is practically al- 
ways overcome by the passage of time or a slight 
lowering of dosage. 
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CHRONIC PROSTATITIS 


To THE Eprror:—A 46-year-old patient has had recur- 
rent prostatitis during the past three years. The 
longest symptom-free interval has been four months. 
The attacks are characterized by frequent urination 
and pain referred to the distal urethra, and they are 
aggravated by sexual activity. Endoscopy showed 
posterior urethritis, slight enlargement of the pros- 
tate, and contracture of the bladder neck. There is 
no significant residual urine, and except for a few 
shreds the urine is negative microscopically and on 
culture. Prostatic smears show numerous pus cells 
and pus clumps. Treatment, consisting of prostatic 
massage, administration of sulfonamides and _ the 
“mycin” drugs, and passage of sounds, has had no 
effect on the frequency of recurrence. Is trans- 
urethral resection indicated in this case? What effect 
does transurethral resection have on sexual function? 


M.D., New York. 


ANswER.—In view of the contracture of the bladder 
neck and the prostatic enlargement, a transurethral 
resection, if done thoroughly, would be indicated in 
this case. In regard to sexual potency after trans- 
urethral resection, there is usually no change in about 
90% of cases. However, there is a 50% chance that there 
will be no ejaculation of semen on intercourse. 


GUILLAIN-BARRE SYNDROME 


To tHE Eprtor:—Please discuss the etiology, treat- 
ment, and prognosis of Guillain-Barré syndrome. 
Have there been any reported cases apparently due 
to drugs or toxic chemicals? 


J. F. Narkevitz, M.D., Quincy, Calif. 


AnswerR.—The Guillain-Barré syndrome (infectious 
neuronitis or infectious polyneuritis) is a clinical syn- 
drome of unknown causation, However, since about 
one-half to two-thirds of the patients with this condi- 
tion have a history of infection of the upper part of 
the respiratory tract or gastrointestinal disturbance 
prior to the onset of the neurological illness, it has 
been postulated that in some cases the cause may be 
viral. Other theories suggest that the involvement of 
the nervous system represents an allergic reaction or 
“a “toxic” reaction to the viral disease of the respiratory 
or gastrointestinal tracts. There are also cases reported 
in which this syndrome developed after the adminis- 
tration of rabies vaccine and smallpox vaccine, pre- 
sumably on an allergic basis. It is quite likely that the 
Guillain-Barré syndrome may represent several differ- 
ent illnesses of varying causes. 

The treatment of this condition is generally the 
same as for other forms of polyneuritis of unknown 
cause—rest in bed during the acute stage, physio- 
therapy, adequate dict, and the use of supplementary 
vitamins when indicated. If there is sufficient bulbar 
involvement or paralysis of the muscles of respiration, 
an artificial respirator should be used; tracheotomy 
also may be necessary in these cases. The therapy of 
this condition is therefore nonspecific. Encouraging 
results have been reported to follow the use of corti- 
sone or dimercaprol (BAL), but these results are 


J.A.M.A., March 2, 1957 


difficult to evaluate because of the spontaneous im- 
provement of patients who have nonfatal forms of 
the disease. There is little to indicate that the prepa- 
rations mentioned reduce the mortality rate. Antibiotic 
agents should be employed for concurrent pulmonary 
infections. 

The prognosis for recovery of function is usually 
good if the patient lives through the acute phase of 
the illness. The mortality rate during the acute stage 
is reported by different investigators to vary from 5 
to 50%. Since this syndrome is a type of polyneuritis, 
it is reasonable to expect that toxic chemicals or drugs 
could cause a similar clinical picture in isolated in- 
stances. By definition, however, the establishment of 
a chemical substance as the cause would result in a 
specific diagnosis, rather than justification for inclu- 
sion of such a case in a group labeled Guillain-Barré 
syndrome, Similarly, if it can be demonstrated that 
diabetes mellitus or porphyria is present and is re- 
sponsible for the neuronitis, the eponyms are not used 
to designate the condition and the condition properly 
would be referred to as diabetic neuronitis (or poly- 
neuritis ) or porphyric polyneuritis. 


ROCKING DURING SLEEP 


To THE Eprror:—What can be done to stop a 12-year- 
old boy from rocking and rolling in his sleep all 
night? He shakes his head violently, covers his head 
tightly almost to the point of smothering himself, 
and rolls his whole body from side to side while 
lying on his back. He has done this since he was 2 
years of age. The boy wants to stop and asks for 


help. M.D., Illinois. 


ANnsweR.—The symptom of rocking and rolling in 
bed by itself is not of too much concern. A varying de- 
gree of restlessness during sleep is normal, despite the 
common idea that no movement takes place during 
sound sleep; some bodily movements during sleep are 
necessary to facilitate venous circulation. The rocking 
symptom is uncommon as late as the age of 12 years. 
It is found in a small proportion of infants, who usually 
get over it by the age of 3 years or so. In these infants 
and children, rocking is a sleep-inducing, gratifying 
ritual similar to thumb-sucking. All babies enjoy rock- 
ing and may be weaned from it gradually. All people 
probably have some degree or form of compulsive 
symbolic rituals to induce sleep. They call these habits. 
To fall asleep means to let go of reality and to regress 
helplessly at the mercy of the unconscious, and this 
provokes some degree of anxiety in all persons. Com- 
mon “habits” are eating before bedtime, toilet routines, 
reading in bed, arranging the pillow in certain posi- 
tions, and compulsively setting out slippers or other 
clothes. Some people require regular sedation for initial 
insomnia. If this boy has no other symptoms, it is sug- 
gested that it be disregarded. Suffocation under blan- 
kets is an unlikely danger. However, if the persistence 
of rocking accompanied by perspiration due to anxiety 
is associated with other neurotic symptoms, such as 
phobias, undue sensitiveness, excessive worrying, or 
poor school adjustment, a psychiatric consultation may 
be indicated. 
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HYPERTROPHIC LICHEN PLANUS 


To tHe Eprror:—A_ patient with hypertrophic lichen 
planus has used various salves, but someone has sug- 
gested skin grafting. Has this been done, and how 
successful is it? 

Joel L. E. Peterson, M.D., St. Paul. 


Answer.—There is no report in the literature of skin 
grafting to remove areas of hypertrophic lichen planus, 
and such drastic treatment is not indicated. The dis- 
ease can break out in other localities and might even 
break out in the graft. While hypertrophic lichen 
planus is quite resistant to treatment and may last 
many months and may even recur, the following treat- 
ment is suggested: Intramuscular injections of 1 to 2 cc. 
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of bismuth subsalicylate should be given once weekly 
for 10 weeks. If the lesions are horny and thickened, 
they can first be treated with 10% salicylic acid oint- 
ment to peel the skin and remove the thickening and 
then by unfiltered roentgen-ray treatment every week, 
75 r for 6 to 10 weeks. In addition to this, underlying 
systemic conditions such as avitaminosis, nervous ex- 
haustion, and focal infection must be treated. 
During the war quinacrine (Atabrine ) hydrochlo- 
ride was administered to members of the armed forces 
stationed in malarial climates, and a hypertrophic 
lichen planus type of eruption occurred in a consider- 
able percentage of those taking this drug. It might be 
advisable to ascertain whether this patient has been 
taking quinacrine or some other such compound. 
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From time to time there will be published in this section of Tue JourNAt brief but not neces- 
sarily complete reviews of some of the newer clinical aspects of medical research and practice. 
This material is gathered specifically for THe JouRNAL.—Eb. 


SUPPRESSANTS OF ENDOCRINE FUNCTION 


Research has led to the discovery of compounds that 
suppress certain endocrine functions. 

Amphenone.—Amphenone, or, chemically, 1,2-bis- 
(p-aminopheny] )-2-methylpropanone-l, was synthe- 
sized in 1950.' A study of the action of a wide variety of 
compounds related to diethylstilbestrol on the genital 
tract of oophorectomized female rats by R. Hertz and 
his colleagues,* National Cancer Institute, Bethesda, 
Md., led to the testing of amphenone. At autopsy, the 
attention of these workers was attracted to the peculiar 
appearance of the adrenal glands. They were twice the 
normal size and had a peculiar discoloration quite dif- 
ferent from the color noted in the adrenals of rats 
treated with estrogens or other substances. More com- 
plete autopsy studies showed that amphenone marked- 
ly inhibits adrenal and thyroid function, At present, it 
is the only nonsteroidal substance known that inhibits 
corticoid secretion by the adrenal cortex. 

Treatment with amphenone has been tried in pa- 
tients with hyperadrenalcorticolism and cancer of the 
breast. It can be given by mouth. By the use of am- 
phenone the outpouring of enormous amounts of corti- 
sone-like hormones by malignant adrenal tumors can 
be suppressed. As do those patients receiving excessive 
amounts of cortisone, these patients develop moon- 
face, acne, high blood pressure, and diabetes. In pa- 
tients suffering from adrenal cancer, it is possible to 
correct these disabilities by giving amphenone.* G. W. 
Thorn * and his associates at the Peter Bent Brigham 
Hospital, Boston, as well as the group at the Clinical 
Center, National Institutes of Health, Bethesda, have 
given amphenone to suppress adrenal function in pa- 
tients with adrenal cortical carcinoma. 

In a hypertensive patient with metastatic adrenal 
cortical carcinoma, amphenone has produced a pro- 
found decrease of aldosterone secretion. It is believed 
that amphenone inhibits the synthesis or release of al- 
dosterone and cortisone by the adrenal cortex.° 


Glucocorticoid production by the adrenal cortex in 
patients in whom adrenal activity is increased by either 
tumor growth or the administration of corticotropin 
(ACTH) is reduced by amphenone; and blood sugar 
level, glycosuria, and insulin requirement decrease. 
J. J. Hoet,” Peter Bent Brigham Hospital, Boston, has 
stated that diabetes mellitus not associated with adre- 
nal hypersecretion does not show the same response. 
In the small number of cases of nonsteroid diabetes 
seen so far, daily administration of amphenone did not 
result in striking changes in blood glucose level, uri- 
nary glucose excretion, or 17-hydroxycorticoid excre- 
tion. 

The effects of amphenone on the thyroid gland are 
similar to those of propylthiouracil.’ Inhibition of ra- 
dioactive iodine uptake by the thyroid, lowering of the 
basal metabolic rate, and hypercholesteremia have 
been observed with its use. 

Amphenone is a potentially toxic drug. Its noxious 
effects seriously limit its therapeutic usefulness. Drow- 
siness for two to four hours after ingestion of 0.5 gm. 
has been reported. When the drug is used for brief 
periods of two to three days, this effect may be mild. 
Spacing and dose adjustment permit more satisfactory 
control. Gastrointestinal symptoms (heartburn, nausea, 
and vomiting), a morbilliform and moderately prurit- 
ic rash, methemoglobinemia, and temporary enlarge- 
ment of the liver with impairment of hepatic function 
have been observed.’ 

Amphenone may thus be considered a useful re- 
search tool. The discovery of similar compounds with 
greater clinical safety must be awaited. Amphenone 
has served as a mode] for future research. 

Progestins.—From experiments with animals in 
which  17a-ethinyl-19-nortestosterone showed  en- 
hanced progestational activity when given by mouth, 
R. Hertz and his colleagues,* National Cancer Insti- 
tute, Bethesda, concluded that this compound might 
prove to be of experimental and clinical interest. Sub- 
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sequent studies in women confirmed this expectation.” 
Following his earlier work, which demonstrated that 
progesterone inhibits ovulation in the rabbit '° and mat- 
ing in the rat,'' G. Pincus,'* Worcester Foundation for 
Experimental Biology, Shrewsbury, Mass., reported 
that oral administration of 300 mg. per day of proges- 
terone from the 5th to the 25th day of the menstrual 
cycle caused a significant suppression of the usual 
signs of ovulation in women, namely, the characteristic 
rise of basal temperature, the typical appearance of se- 
cretory endometrium, and the “ovulation” flush of vag- 
inal cornification. He concluded that progesterone tak- 
en by mouth during the follicular phase of the cycle 
tends to suppress ovulation in the human female. An 
undesirable effect of progesterone was the occurrence 
of “escape-bleeding,” which he observed in approxi- 
mately 18% of the cycles. Among other compounds 
studied, 17a-ethinyl-19-nortestosterone (compound 1), 
and 17a-ethinylestraeneolone (compound II) proved to 
be effective inhibitors of ovulation in the rabbit and 
antifertility agents in the female rat. These effects 
were temporary and disappeared when administration 
was discontinued.'" Attention was thus focused on 
these two compounds. 

Since it was thought that they might stimulate 
growth and function of the uterus and oviducts in 
women of unaccountable infertility, compounds I and 
Il were tried by Pincus, Rock, and Garcia "* at the Re- 
productive Study Center, Brookline, Mass. Although 
they inhibited ovulation while they were given, a sig- 
nificant percentage of pregnancies resulted in women 
who had been inexplicably sterile for about two years 
when medication had been discontinued for a few 
months. This postwithdrawal stimulation of fertility 
suggests that these compounds may be useful in the 
treatment of such cases. 

Several methods were employed to test the effects 
of these compounds on ovulation: measurement of bas- 
al body temperature, endometrial biopsy, vaginal 
smear, and measurement of urinary excretion of preg- 
nandiol. To ascertain the possible effects on adreno- 
cortical secretion, 17-ketosteroids were measured. Cre- 
atinine determinations served to check the complete- 
ness of the 48-hour urine specimens submitted by the 
patients for these analyses. In some women who had 
received one of these synthetic progestins prior to re- 
quired laparotomy, ovaries were thoroughly inspected. 

Analysis of the various criteria used as tests for 
ovulation revealed a definite suppression of this func- 
tion during therapy. Also, gross and microscopic exam- 
ination of ovaries removed by operation did not show 
any recent corpora lutea. 

Clinical work that has been done so far suggests that 
compounds I and II may be given daily by mouth in 
a dose of 10 to 20 mg. from the 5th to the 25th day of 
the menstrual cycle. Such treatment does not interfere 
with the normal length of the cycle, and, after therapy 
has been discontinued, normal menstruation is re- 
sumed, Judging from presently available results, there 
is no interference with subsequent fertility. Following 
cessation of medication, a significant percentage of 
patients have become pregnant. With proper dosage 
and spacing, there is no “escape-bleeding.” Because 
they support endometrial stroma even more effec- 
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tively than large doses of progesterone, these com- 
pounds are now being tried in cases of metrorrhagia 
and menorrhagia. 

In six men, administration of small amounts of com- 
pounds I and II surprisingly caused suppression of 
spermatogenesis, loss of libido, and comparative im- 
potence. When medication was discontinued, these 
effects slowly disappeared. 

On the whole, there have been very few gdverse 
effects with the clinical use of these compounds, Some 
congestion of the breast has occurred, particularly 
with compound II. There has been a slight gain of 
weight in a few patients with both compounds. The 
question of metaplasia with prolonged medication has 
been raised. To obviate such a possibility, it has been 
recommended that therapy should not be continued for 
longer than three or four consecutive cycles, to be fol- 
lowed by a rest period, 

Since during treatment with these compounds there 
is apparently no ovum present that could be fertilized, 
“life” is not destroyed. The use of these substances may 
thus offer a novel approach to the problem of birth 
control. 
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